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PREFACE. 



This book is intended to meet a popular demand. While 
the endeavor has been to make it reliable and helpful, the 
student is advised not to depend upon it to the exclusion of 
'standard and more elaborate works. It is elementary in 
character, devoid of detail, and represents but an outline of 
the subject with which it has to deal. This outline must be 
filled from observation and further reading. 

Being written especially for students, everything has been 
sacrificed to accuracy and brevity ; references to authori- 
ties consulted have been omitted ; and it has been deemed 
wisest to conform with prevailing views in matters concern- 
ing which there may be differences of professional opinion. 

In the arrangement of material, systematic classification 
has often been departed from, to secure the benefit of associa- 
tion of ideas. 

Diagnosis must be studied from patients, not from books ; 
even the best of books can only direct the student what to 
look for at the bedside, and warn him against probable 
errors. 

If this book facilitates the true methods of study, it will 
have accomplished its purpose. 

(V) 
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ESSENTIALS OF DIAGNOSIS. 



INTBODUGTION. 

Diagnosis, in medicine, is the art and science of observing 
and of discriminatingly interpreting the phenomena of disease. 
In its study, a knowledge of the phenomena of health is an 
essential prerequisite. Unless familiar with the sounds elicited 
upon percussion of the normal chest, one cannot decide whether 
or not the sound heard in a given case is indicative of abnormal 
conditions. Unless one knows the characteristics of normal 
urine, he cannot hope to gain from urinalysis a clue as to the 
nature of a case of disease. Unless one knows the appearance 
of a healthy brain, he cannot determine whether the brain seen 
at a necropsy is or is not the seat of morbid change. Unless 
one knows the function of a normal joint, he cannot affirm that 
a joint under investigation has had its function impaired. 

Having learned, by observations upon the healthy, to recog- 
nize when departures from health have taken place, one must 
further learn by obseiTation of the sick to appreciate the sig- 
nificance of such departures. No opportunity should be lost to 
examine post mohrteni the organs and tissues that have been 
altered by disease. 

A knowledge of the effects of drugs upon healthy and un- 
healthy persons and organs may likewise render easy a diag- 
nosis that might otherwise be difficult. 

The phenomena indicative of the existence of disease are in a 

general way termed symptoms. These may be either subjective — 

known only to the patient by his sensations ; or they may be 

o&;ectn?e— capable of investigation by the senses of the observer, 

2 (17) 



18 ESSENTIALS OF DIAGNOSIS. 

aided, it may be, by instruments of precision* Thus pain, ver- 
tigo, nausea, ringing in tlie ears, are subjective symptoms, while 
high temperature, vomiting, unsteadiness of motion, loss of 
voice, are objective symptoms. 

The objective manifestations of disease may be further divided 
into isympUjTim (in a restricted sense) and signs. While the two 
arc not rigidly separable, si/niptonis may be defined as manifesta- 
tions of disordered function, sifjns as manifestations of altered 
structure. Tlius, cough is a symptom ; the laryngeal congest- 
ion (liHcovered by inspection with the mirror, the bronchial 
rdles heard upon auscultation, are signs. Difficulty in deglu- 
tition is a symptom ; a pulsating tumor in the chest, indicative 
of aneurlsni pressing upon the esophagus, is a sign. Dyspnea 
is a synipti^m ; distension of the alxlomcn with gas (tympanites) 
or with Muid (ascites), causing pressure upon the diaphragm and 
n'Mtrictiiig its niovc^nients, is a sign. 

Thus, signs are in many cases directly explanatory of symp- 
tonm, and thcrir discovery is one step further in the diagnosis. 
It ninst not bo forgotten, however, that signs are not always to 
be, found ; that, when found, a sign may not account in toto for 
th<? Myinptoin with which it is associated ; and that even when 
Hnf11(;l<'iit to explain the symptom, the sign itself remains to be 
rxplainrd before the diagnosis is complete. Like all other mor- 
bid pbeiionu'tia, signs must, therefore, be considered in relation 
with all the evidence presented in a given case. 

(certain signs that are not at once manifest, but that require 
for their ntudy special means of exploration, are termed p^stcaZ 
HifpiH. In its rcistrictcd sense, the term *' physical signs" is 
applii'd to the ph(;nomena elicited by special methods (tnspec- 
tinn^ imnHimtiitm^ palyaiim^ percussion^ and auscultation)^ used 
(!hlelly in examination of the chest and abdomen, though often 
applied (Osewhere ; while the signs elicited by examination of 
the blood, the urine, the sputum, the feces, or by laryngoscopy, 
ophthalmoHcopy, cystoscopy and the like, are not given other 
(luali fy ing designation than the special names describing the 
respective processes. 

Phenomena corresponding with logical deductions as to the 
direct results of deranged function, including subjective and 
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ibjeclive ayraptoms and signs, tire called ralioiml sujnn, iu cou- 
.distioction from physical signs, which denote Che mcchaniL'al 
inditioa of the structures cKauiiiied. Thus, iii a case of valvu- 
difiease of the heart, weakuess, vertigo, shortness of breath, 
pallor and dropsy would be termed rational signs, while tlie 
area of cardiac perouBsiou-dulne&s and the cliarnctec of the 
sounds heard upon auscultation would be termed physical signs. 
Symptoms may also he divided into general or cims(i(ui«*n«i 
symptoius and local symptoms. General eymptoms are tiiosc, 
Hlce fever, depression, delirium' that may i-esult fj-om unbalancing 
of the organism as a whole, and are common to affections of many 
kinds ; while local symptoms are those, like swelling or discol- 
oration of apart and circumscribed pain or tenderness, that result 
from localized morbid conditions aod are condned to a cerlalu 
locality, usually that of the organ or tissue diseased. 

Symptoms caused by local disease not at the scat of mani- 

feelation and that are not dependent upon mere mechanical in- 

^uences or upou interference with related function, but that 

indirectly, as a result of nervous irritation, are termed 

symptoms. Thus, the diffitulty of breathing occasioned by 

le pressure of a mediastinal tumor upon the trachea is a local 

Bymptom, due to a mere mechanical influence; dyspnea from 

deranged actiou of the heart is a symptom dependent upon 

interference with related function ; while an asthmatoid condi- 

dependent upon disease of the nose is a reflex symptom, 

must not he forgotten, however, that the same symptom 

ly at one time be local ; at another time, part of a general 

at auother lime, reflex. Thus, vomiting may indicate 

disease of the stomach ; or it may be part of the general 

iturbance caused by certain febrile diseases ; or it may re- 

:ly indicate disease in the abdomen or in the brain. 

Having, by careful observation and interrogation, ascertained 

the present oondiiion of the patient and haying, by inquiry, 

learned his family history (in order to judge of the probable 

Influence of hereditary disease, diathesis or liability) and his 

itifous hiatmy (anamnesis) of health or disease (including a 

lowledgc of Ilia mode of life and of his surroundings, as well 

(he mode of invasion of the disease under iavestigation and 
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its course up to the moment of cxamiuatiou), it becomes neces- 
sary to interpret the information thus gained—in other words, 
to iiuike a diugnosis. 

In making a diagnosis one has to consider not only the bear- 
ing of the signs and symptoms individually and collectively, 
but also their relations with the phenomena of health and with 
each other. Further, one has to consider (and this is what 
may, to some extent, be learned from reading) the historical 
experience of the medical profession as to the significance of 
certain symptoms and groups of symptoms, and as to the rela- 
tion of certain symptoms and groups of symptoms with lesions 
observed j'ost mortem, 

A diagnosis may thus be made (1) by the inductive method, 
reasoning, upon anatomical (structural) and physiological (func- 
tional) data, from the character of the disturbance to the organ 
affected and the nature of the affection ; (2) by the histxn-ical ot 
empirical method, relying upon the recorded experience of other 
observers and upon one's own experience that certain symp- 
toms manifested under certain circumstances indicate the 
existence of a definite malady ; or (3) by the method of pathch 
lofjiccil association^ which is based upon the fact that when 
certain symptoms have been observed during life, definite 
lesions have been discovered after death. By analogy, the les- 
sons of pathological association may be applied in affections 
not necessarily of a fatal character. It is obvious, therefore, 
that a knowledge of the various gross and minute morbid 
changes occurring in the body generally or in special organs, 
tissues or cells and of the circumstances under which special 
changes are likely to occur is essential for precision in diagnosis. 
The most satisfactory results are to be obtained when all of the 
methods indicated can be concurrently availed of. 

Diagnosis may further be direct, differential or by exclusion. 
Diagnosis is said to be direct when one or more of the signs or 
symptoms, independently of or in relation with other symptoms 
or with the age, sex, physical and mental characteristics, resi- 
dence or occupation of the patient, or with his family histor}', 
enable direct afiirmation to be made of the nature of the malady. 
Thus, a paroxysm of chill, fever and sweating, in association 



INTRODUOTION. 21 

with the presence in the blood of characteristic parasites, per- 
mits a direct diagnosis of malarial fever to be made. 

Diagnosis is said to be disciimiTtative or differential when the 
Irigns or RjiuploiuB are suggestive of more tliaii one disease and 
f, decision is reached by comparison aod contrast. It is neces- 
gftry to compare the ideal pictares of various diseasea in turn 
hrith the actual picture presented, in order to eBtablieb the 
tesemblance or unlikeness; finally afflrmiug the nature of the 
BOSS with more or less certainly, aueorUing to the com pte ten ess 
'Snd deliniteness of the oltservatioas made aad the degree 
of knowledge on the part of the clinician as to the conditioDS 
jresent in the respective nfl'ectiona under review. Diagnosis 
■ usually differential, and as one is often compelled to balance 
probabilities, with incomplete evidence belore him, differential 
diagnosis calls for the greatest knowledge and skill. Numei-oua 
Examples of differential diagnosis will be found throughout this 
book. Reference may here be made to nialarial fever, in case 
hematozoa are not demonstrable, and the fever of hepatic sup- 

kpuration or of pulmonary tuberculosis. Careful observation of 
the temperature-course and painstaking physical examination 
may be rerjuiied to establish the points of difference. 

In diagnosis by cxchmion one is unable to affirm the nature of 
Iho affteotion directly ; and even after comparison of the evident 
phenomena with the phenomena of the respective diseases sug- 

Igested, the points of resemblance are not sufficiently great in 
(Miniber or in character to warrant an afBrmativo conclusion in 
Rny one instance. It then becomes necessary to prove a nega- 
iMve ; to do which, reliance must he placed entirely upon poiots 
t)f Bnlikeness. One endeavors to recall in the ideal picture of a 
^rtain malady some symptom or association of symptoms so 
ttecessary that its absence from the actual case may warrant a 
decided negative ; or, on the other hand, to discover in the case 
before bira some symptom or assofliation of symptoms so in- 
compatible with the ideal picture of the malady under consid- 
_ eration as likewise to warrant a negative conclusion. Thus, 
absence of what ought to be present and from the 
of what ought to be absent, one after another of the 
B discussed Is set aside, uutil fiually one remains that 
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cannot be so excluded ; and there is reached a more or less 
probable diagnosis. 

Diagnosis by exclusion is the least satis&ctory, as one can 
never be sure that he has passed in review and has excluded all 
of the conditions that ought to be excluded. Nevertheless, it 
sometimes aflbrds most brilliant results. Thus, paralysis of the 
left vocal baud, associated with recurring cough and occasional 
dyspnea and dysphagia, every other suggested cause for which 
has been excluded, has led to a correct diagnosis of aneurism of 
the arch of the aorta, not discoverable by the most careful 
physical exploration. 

As a rule, that diagnosis that best and most readily accounts 
for all of the symptoms is the most likely to be correct. When 
any symptom is unaccounted for, the diagnosis is at least in- 
complete, if not doubtful. Diagnosis of a common disease, 
other things being equal, is more likely to be correct than diagf- 
nosis of a rare disease. On the other hand, statistics have no 
bearing upon the individual case ; the rare disease may be 
present and be overlooked, from want of knowledge or in conse- 
quence of superficial examination. 

More than one disease may be present in the same patient at 
the same time ; but certain diseases are held to be antagonistic 
and thus not likely to coexist. Data bearing on this point are 
defective and are undergoing revision and correction. Not a 
few cases have been recorded contradictory of some of the 
teachings of the past. Hence, in this work, little stress has 
been laid upon these antagonisms. On the other hand, there 
are many lesions and morbid processes that are frequently found 
associated. Such associations are specifically mentioned where- 
ever it seemed likely that a knowledge of their existence would 
be of service. 

One disease sometimes strongly predisposes to another. A 
knowledge of facts of this nature is often of assistance in diag- 
nosis, as well as in preventive treatment. 

A knowledge of the complications and sequelae that ordinarily 
or exceptionally attend or follow certain diseases, independently 
of its bearing upon therapeutics, is an important equipment 
for the diagnostician. This can be acquired only by extensive 
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BlMading or by prolonged experience. In anticipation of the latter 
source of iuforuiation, tbe Ibriuer must be eeUulously cultivated. 
In de&ult of sucb knowledge, the mistake may be made of 
diagnostieatiug a single well-marked condition, as, for instance, 
pleuritis, as the whole of the diaea&c ; when, in reality, the con- 
dition may be but a comparatively unimportant complication in 
the course of typhoid fever or of an hepatic abacesa. Similarly, 
a sequela to some acute disease, remote in time or obscure in 
symptoms, may be diagnosticated, prognosticated and treated 
as an independent affection, often to tbe grave detriment of the 
patient. Thus, a temporary loss of knee-jerk following un- 
recognized diphtheria has led to an incorrect diagnosis of loco- 
motor ataxia. Sometimes the initial phenomena of disease 
escape observation (a chancre may be concealed, especially in 
the female, or scarlatina may occur without eruption or appre- 
ciable fever, thermometry not being resorted to), and when the 
later phenomena [such as syphilitic fever or scarlatinal dropsy) 

^develop, the case may l>e misinterpreted, unless this possibility 

^Bf masked beginnings be borne in mind. 

^^vThe so-called negatioe sff^ of disease should not be under- 

^Hlited, The absence of headache m.ay assist in the exclusion of 
brain-tumor ; tbe absence of albumin and casts from the nrine, 
after auffloiently carefal and extended observation, may be of 
great importance in discriminating among the causes of a train 
of symptoms including vertigo, optic neuritis, vomiting and 
paroxysmal dyspnea ; the absence of rose-rash and of splenic 
enlargement may determine the diagnosis between enteric in- 
Quenza and typhoid fever. In recording cases it is necessary to 

Ifte negative points in order to show that the inquiry or search 
LB been made. 
Ko less important is a knowledge of the morbid phenomena 
at may be caused by certain drugs — not merely by the narcotic 
agents, opium, belladonna, and the like, but by such poisons as 
mercury, arsenic and lead, which may produce symptoms 
sely resembling acute and chronic diseases of common occur- 
ir may give rise to nervous and other phenomena puzzling 
k the extreme. Similarly, common or unusual drug-effects, 
^hape due to idiosyncrasy, occurring in the course of treat- 
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tnent, may mask the symptoms of disease, or give rise to addi- 
tional plienomena that, unless caution be exercised, may lead to 
error in diagnosis. 

The data for diagnosis are obtained by observation and inquiry. 

Inquiry may often have to be made of those about the patient, 
the latter being unable or incompetent to answer ; and not 
rarely the same questions will have to be repeated in various 
ways and be controlled by questions requiring opposite answers, 
in order that the clinician be not deceived, intentionally or 
otherwise. 

Observation can be made while the questioning is proceeding ; 
sometimes the manner, method and form of a patient's answers 
to questions are in themselves part of the data acquired by ob- 
servation. For example, in cases of aphasia, the patient is 
unable to find words in which to express himself, though he 
may understand the questions put and may even believe that in 
his monotonous repetition of certain words and phrases he has 
given an intelligent answer. 

Observation includes (1) a more or less rapid survey of the 
general condition of the patient, and (2) a careful examination 
into the condition of special strvjciures^ the performance of special 
functimis and the constitution, cliemic and microscopic, of the 
blood, the secretio^is and the excretions, both as to normal and 
abnormal constituents. 

The whereabouts of the patient may afford information as to 
the acuteness or severity of the attack. He may be attending 
to his work as usual, or he may be confined to his house, his 
room, his bed. 

Position and movement are next noted. Thus, if the patient 
paces restlessly about, a condition of excitement, of physical or 
mental causation, is indicated. If, whether seated or recumbent, 
his position is easy and unconstrained, it indicates that, what- 
ever the disease may be, the attack is, for the time being, mild 
and that there is no serious respiratory or circulatory trouble, 
or inflammation of an important part. If the patient lie pass- 
ively upon his back, or huddled up in a heap, a prostrating sick- 
ness, usually an acute infectious disease, is indicated. If he lie 
persistently on one side, affection of the lung or pleura of that 
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Bide is likely to exist ; because this poaitioD reslcitins tiie move- 
meat of that side of the thorax, lesseDS the pain of acute iu- 
flanimatioQ aiid, in addilion, permits the healthy \aag to better 
perform its work. Sometimes, however, patients with pneu- 
monia lie on the Bound side, having lesa pain in that posture. 

If, whether the patient be in an eaey-chair, or in bed, the 
thorax is propped into an upright or semi-upright posture, 
there is great difficulty in respiratiou {orthopnea), which may be 
be due to cardial: or pulmonary disease, to obstruction in the 
upper air-passages, or to abdominal or general eSusiouB. If the 
patient lie upon his back with the legs drawn up, there is likely 
to be peritonitis, and if on tlie right side with the right leg 
drawn up, appendicitis should be suspected. 

If the head is retracted, or fixed in opisthotonos, disease of 
the cerebrum or of the meninges is to he suspected. So, loo, 
deviation of the head to one or the other side, picking at the 
bedclothes, helplessness of one or more estrcmitiea, general 
reBtlesanesB. jactitation, local spasms or general couvulsiona, 
■coordination, tremor, temporary or persistent, sometimes 
'Ow GonBiderable light on the condition of the tien-ous system. 
The expression of the countenance should be observed. It may 
be imlieative of comparative comfort or of intense suffering ; it 
may be dull and apathetic, as iu typhus fever; sunken and 
anxious, as iu cholera ; eager and brilliant, as in some cases of 
pulmonary tuberculosis ; indeed, a careful study of the physiog- 
nomy of patients may often directly reveal much, or indirectly 
serve to lead the attentioa of the examiner to matters that might 
otherwise be overlooked. Thus, there is in many cases of chronic 
nephritis a peculiar pallor that can hardly be mistaken by the 
esperienced observer. Connected with the expression of the 
the general nutrition, the condition of the sfciii, and the 
leouditioD of the mind, all of which must be included in the 
leral examination. 

CoDceming the mental condition, without special effort it can 
learned whether the patient is interested in his surroundings 
or is oblivious to them, whether he is conscious or unconscious, 
whether he Is delirious or is aware of his sayings and doings, 
whether he is able to fix bis attention or is continually wander- 
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ing. To the facts developed on special inquiry no attention ia 
now being paid. 

Tlie skin may be of normal hue, pallid from impoverishment 
of blood, Hushed with fever, discolored by inaammalioiis, bruises, 
exlrava«t lions, eruplious, jaundice, the various cachexias. It 
may he swollen, or give evidence of swelling or effusion beneath. 
It may be abnormally smooth or rough, dry or moist, hot or 
cold. 

The stale of the mttrilion ia usually evident in the preservation 
of the full, rounded outlines, or in the sharpness and hollows of 
emaciation. For accuracy aud completeness of linowledgc the 
weight should be determined by the scales. 

Almonnal promineneea of various kinds and siLuation may in- 
dicate the existence of tiemors, effusions, artk\i(ar, ostemis, gUm- 
ilular and vitceral enktrgemenls of inflammatory or other origin, 
to be determined by further examinatioQ. 

Pviaalions may be visible that, by their abnormal situation or 
abnormal character, are indicative of abnormal circulatory con- 
ditions, or of tumors or collections of fluid external to the heart 
or vessels. The tortuosity of visible arteries, or the localized or 
general turgescence of superficial veins, may indicate disease or 
obstruction in or affecting the circulatory apparatus. 

The manner in which breathing is performed, the character of 
the voice, the nature of acou^ft, afibrd information as to the con- 
dition of the respiratory apparatus. 

Examination of the piiUe, the tojiffm, and the temperature, while 
affording general indications, yet mark the transition fVom 
general to special examinations. 

Except in a few instances, the plan nf this book does not con- 
template descriptions of methods of siiecial examination, or 
enumeration of the conditions indicated by special aymptoms 
and signs [semeiolog!/, indvetim diagnosis), but rather an account 
of the observed clinical groupings of signs and symptoms in the 
recognized and named affections of nosology (hislorkdl diagvosis, 
jMtkological aaaodtUiim diagnosis), and an elucidation of the 
points of contrast between diseases most likely to be confounded 
{di^mtial dtajpuwis). 



FEVER. 

What is fever t 

Feoer i3 a complex morbid process, of which the most striking 
fjbature is elevation of temperature. Sometimes the term lever 

reetricted to the abnormal heat, hut this id more correctly 
termed pyrexia. In addition to pjrexia, fever is attended with 
acceleration of the pulse aod of the respiration, with thirst and 
with disturbance of digestion. There are likewise increased 
and perverted tisane -changes, as manifested by altemtioiis of 
secrctiona and excretions, which may be completely arrested or 
diminished in quantity and changed in quality. As a result of 
the deprivation of the normal products of metabolism and of the 
retention in the blood of abnormal products of metabolism, as 
well as of the waste-products of normal metabolism, other symji- 
often caused, such as malaise, depression, headache, 
insomnia, delirium, etc. When fever is long-coutlnued, wasting 

;es place ; partly as a result of the abnoruial heat, both di- 

itly and indirectly ; partly from other causes. Many febrile 
are at some period in their coarse attended with sub- 
normal temperature. 

What is the average normal temperature of man? 

The average normal temiicraUtre of the adult is 98.4° or 98.6° F, 
(37° C.) ; in health it may vary from this a little more than a 
degree; ftom 97.3o F. (36.25CC.) to99.5DF, (37..¥>C.). It Is 
higher in children than in adults, and in the aged it is some- 
timee a few tenths higher or lower. 

The temperature is increased after meals by the activity of 
digestion ; it is increased by exertion, and in children and hys- 
terical persons by emotion. Weather has but slight inQuence 
upon the temperature of the healthy ; it often has a marked influ- 
ence upon that of the sick. There are daily periodic variations. 
The daily mimmimi occurs in the early rooming between two 
and five o'clock ; the duili/ viaximvm is reached between five aud 
eight o'clock in the evening. The average, differenix between 
maximum and minimum is about UP F. ; it may be much 
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more. In the tropics the average body-heat is said to be 
slightly higher, and the daily range greater than in temperate 
climates. 

In sickness the diurnal variations (morning remission, evening 
exacerbation) become quite marked. 

What is subfebrile temperature f 

.The term suh/ebrile temperature is not to be confounded with 
siibnormal temperature. It is applied to a moderate morbid ele- 
vation of temperature not exceeding 100, 4° F. (38° C). 

What is the ordinary range of febrile temperatnref 

A temperature of from 100. 4° F. (38° C. ) to 101.2O F. (38.40 C.) 
is considered an indication of slight fever. 

A temperature of from 101.3O F. (38.50 C.) to 102.2O F. (39o C.) 
in the morning, and of 103° F. (39. 5° C) in the evening, is in- 
dicative of moderate fever, 

A temperature of from 103° F. (39.50 C.) to 104° F. (40° C.) 
in the morning, and of 105° F. (40.5° C.) in the evening, indi- 
cates high fever. 

What is hyperpyrexia? 

Febrile temperature exhibiting a tendency to remain above 
107° F. (41.7° C.) is called hyperpyrexia. This is ordinarily 
directly dangerous to life. 

Very high temperatures have been observed in hysterical 
cases in which, apparently, deception has been guarded against ; 
a case of injury to the spine, in which recovery took place, is 
reported to have exhibited on many occasions a temperature of 
122° F. (50° C). 

What is meant by inverse temperatnre? 

Ordinarily the course pursued by morbid temperature is like 
that of normal temperature in having its maximum towards 
evening, and its minimum in the early morning. Sometimes, 
however, the maximum may be much earlier or much later than 
usual, even at noon or at midnight. Sometimes there are great 
fluctuations during day and night. When a complete reversal 
takes place, so that the mwniny temperature exhibits the maxi- 
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FEVER. 

intnn, and the evenijuj temperatuifi the 
13 said to be one of " iuveree temperature, 
Inverse temperaturu not infrequently o( 
lous aflbutiODS. It is of rather i 

What is the Bignificance of a sndden fiill o: 

A sudden fall of temperature may be part of the usual phe- 
nomena of a disease, aa in intermittent fever ; or it may indi- 
cate termination by crisis, as in pneumonia ; or when it is not 
part of the usual course, and is not brought about by obvious 
loss of blood (aa by venesection or menstruation), by drugs or 
cold applications, or other extraneous Inlluence, it may indicate 



: the 



e of internal 



Ksellc 
^BjBef 
■p Bu 
"■ftise 



the development of albuminuria, < 
hemorrhage. 

What is Bnbnormal temperatore! 

A temperature lower than 97,3° F, (36,25° C) ia considered 
giAnijrraal. 
The temperature may be subnormal in influenza and in acute 
illow atrophy of the liver as part of the essential course of the 



Bubnoiinal temperature occurs, usually asaociaied with pro- 
fhse perspiration, at periods of critical recovery, as in pneu- 
monia. There is simultaneous decrease in the frequency of 
pulse and of respiration and improvement in tlio general con- 
dition and sensations of the patient. In many acute diseases 
that terminate by lysis, such as typhoid fever, the temperature 
(hlis below the normal with the setting in of convalescence, 

A gubnormal temperature develops abruptly in conditions of 
collapse. It ia then associated with sudden failure of the heart, 
as indicated by n feeble, rapid and irregular pulse, a fluttering 
and feeble cardiac impulse, pallor, coldness of the skin, with or 
vfitliout sweating, faintncss or syncope, and profound prosti-a- 
tion and wenkness. The pulse becomes feebler, less rapid, and 
may finally cease. If recovery take place, the temperature again 
rises ; or, if tfae termination be fatal, the temperature may rise 
pottmorlem. 

The temperature becomes subnormal in some cases of severe 
hemorrhage, and at times, temporarily or persistently, in chronic 
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wasting diseases, such as pulmonary tuberculosis and carci- 
uoma, in chronic Bright^s dLsease and in some diseases of the 
brain. 

What is an essential fever? 

An idiopathic or essential fever is one in which the pyrexia and 
its coucoiuitants do not result secondarily from an anatomical 
lesion, but arise primarily from the action of a specific poison 
or a similar cause. Essential fevers may or may not present in- 
variable lesions as a part of their phenomena. 

What is a symptomatic fever? 

A symptaniatic or deuteropathic fever is one that arises second- 
arily as the result of irritation, intoxication or perverted func- 
tion, caused by disease or injury of a special organ or tissue. 
The causative lesion is the essential element ; the fever is but 
one of the symptoms. 

What is a specific fever? 

A 82>ecijic fever is an essential fever due to a specific patho- 
genetic agent. Typhoid fever and yellow fever are examples of 
specific fevers. 

What is a continued fever? 

A cwUinued fever is one in which the temperature pursues an 
uninterrupted course, without sudden variation from beginning 
to end. The diurnal range will not exceed LS^F. (PC). The 
first rise may be sudden or gradual ; there may be steady main- 
tenance of a maximum, or continuous increase ; there may be 
gradual or sudden final defervescence ; but there is not a decided 
fall and a renewed rise during the progress of the case. 

What is a remittent fever? 

A remittent fever is one the course of which is interrupted once 
or repeatedly by a marked decline in temperature, not reaching 
the normal, and followed by renewed exacerbation. The daily 
diflerencc wil exceed P C. (1.8<^ F.). 

What is an intermittent fever ? 

An intermittent fever is one in the course of which a complete 
intermission takes place once or repeatedly ; that is to say, in 
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What it the clinical coarse of limple continaed fever ? 

Hiinjih cemliutied feoer, epiiemerat fever or febricula Is a non- 
specific Fever, Bomctimes apparently idiopathic, but often Hymp- 
tomatic of digestive aberration or of some local irritation. It 
may be cavsed liy error in diet, by fatigue, anxiety, shock, un- 
usual mental or physical exertion, exposure to cold and damp 
to a foul atmosphere, or to the sun. 

The disease xCa in with a feeling of lodisposition, which is 
followed by chUliness, fever, with heated skin, headache, thirst, 
anoresia and pain in the back and limbs. The pulse is acceler- 
ated. The tongue is coated. There is usually cmtaUpation, less 
frequently diarrhea. The urine is scanty and high-colored. The 
pifftxia is slight or moderate ; the diurnal variations are small, 
the rise rapid, the fall gradual or by critical defervescence, with 
profuse sweating or watery diarrhea. The duration is commonly 
less than a week. It may be leas than twenty-four hours. Re- 
covery is invariable and convalescence is rapid. 

Graver forms of the affection, induced by the graver causes, 
may be attended with considerable depression, and running a 
more protracted course, in duration from ten to fourteen days, 
may simulate typhoid fever. Especially is this resemblance 
Marked in cases of septic intoxication. 



U Ardent Fever, 

What ia ardent fever? 

ArthiU fever is a non-apecific, continued fever, occurring in hot 
L'ouutrtes, in which the ordinary symptoms of febricula are 
exaggerated. The temperature reaches or exceeds 103° F.; there 
in throbbing of the temporal arteries, with severe headache and 
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even delirium. The symptoms resemble those of an inflamma- 
tory fever, so that the utmost care must be observed to avoid 
error in diagnosis. 



Thermic Fever— Insolation— Sunstroke. 

What is thermic fever? 

Thermic feKer^ or sunstroke^ results from exposure to extreme 
heat. The heat may be excessive and the exposure brief, or 
the heat may be less intense and the exposure prolonged. The 
condition is described with affections of the nervous system. 



Catarrhal Fever— Influenza. 

What is catarrhal fever ? 

Catarrhal fever ^ epidemic catarrh^ influenza or la grippe, now 
commonly called ''grip" in the United States, is an infectious, 
possibly contagious disease, belonging to the group of specific, 
essential, continued fevers, that occurs epidemically, endemi- 
cally or pandemically, more rarely sporadically, and exhibits a 
protean capability of variation in its symptoms. 

There are four prominent varieties : (1) the catarrhal, in which 
the predominant features are those of catarrhal inflammation of 
the respiratory tract ; (2) the thoracic, in which, with or without 
the ordinary catarrhal manifestations, there are symptoms of 
profound involvement of the thoracic viscera ; (3) the abdominal 
or gastro-intestinal, in which disturbances of the digestive tract 
are most marked ; (4) the nervous or cerebral, in which neural 
phenomena attract attention, and in which, as in the abdominal 
variety, the clinical course of typhoid fever is often closely simu- 
lated. Much greater refinement in subdivision might be made, 
as the symptoms of two or more types are frequently associated 
in one case. Some epidemics are characterized by greater or 
even exclusive prevalence of one or two types ; but in other 
epidemics, half a dozen patients in one household may exhibit 
six varieties of the disease. 




INFLUENZA 



r What is the clinical coarse of inflnenza 1 

The invasion of influenza is coimuonly sudden, soraetimes with 
It chill, usually with raoFe or less irritation or inflamuiatiou of the 
mucous mernhntnesofthe nose and throat, ofleo assodalcd with 
catarrhal conjunctivitis and blepharitis (pink-eye). There is 
iilways a feeling of lassitude, passing into unaccountablo dc- 
presBioii, physical and mental, great soreness in the back and 
limbs, aching of the muscles, more or less stiffness of the neck, 
cutaneous hyperesthesia, headache, dyspnea and anorexia. 

The UmpenUui-e is decidedly irregular ; it miiy rise high ; it is 
oflen subnormal for more or less protracted ]>eriods, aud is sub- 
ject to extreme fluctuations. The j»u(se is not much acceler- 
ated ; it ordinarily is weak, the heart sharing in the general 
depression. The tongue is coated ; the botmla are often consti- 
pated ; tlie urine is scanty and high-colored, or profuse and 
light-colored. The sJbin is hot and dry and very seuaitive to the 
touch. Sometimes there are irregular perspirations. 

In the caluiThal li/pe, sneezing, coryza, watering of the eyes, 
odynphagia, painful respiration and a dry, harassing, irritative 
cough are early and prominent symptoms. The difQculty and 
distress in breathing are out of all proportion to the phenomena 
elicited by auscultation and percussion. Later, the cough be- 
comes freer, and associated with expectoration of a thick, glairy 
mucus, sometimes blood-streaked or discolored ; the nasal dis- 
^charge becomes thicker and even purulent anil hemorrhagic, 
^^Bth recovery, profuse, watery diarrhea occurs. In socne cases, 
^^Hiiptoma of tousiUitis or of catarrhal pharyngitis arc the earliest, 
^^Rse of laryu^itis and of bronchitis following, Coryza may be 
^alate manifestation. In some cases, there is a peculiar cdema- 
toid condition of the tonsil, uvula and neighboring structures 
Uiat has been termed "solid edemit," as puncture gives exit 
not to serum, but to a snnious, stringy, lymphoid material, 
Suppurative otitis media, preceded by excruciating earache and 
usually atfecting both ears in succession, may be the only mani- 
festation in the upper aic^traet. Tliia otitis is quite common in 

Hren and usually nins through a household, 
pn the thoructc type, pleuritis, ]ieri carditis, endocarditis, pncu- 
mia^catarrhal, croupous or hemorrhagic— or edematous or 
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hemorrhagic infiltration of the lung may cause grave symptomB 
or even death. 

In the abdominal or goMro-irUestindl type^ vomiting and purging 
are common, and there may be great pain and tenderness in the 
epigastrium or over the entire abdomen. Catarrhal jaundice 
may occur. 

In the cerebral or nervous type^ the headache is intense ; there 
may be insomnia, photophobia, tinnitus aurium, talkativeness 
or even mild delirium. There is decided hyperesthesia ; there 
may be restlessness, tremor, muscular twitchings or jactitations. 

In the typfwid iype^ the course of the disease may be pro- 
tracted, and the temperature may remain continuously elevated. 
The prostration may be extreme ; the mental phenomena may 
be characterized by depression. There may be epistaxts, pain 
in the splenic region, special tenderness in the right iliac fossa 
and considerable diarrhea. There may be anomalous eruptions 
— papular, herpetic or erythematous. The action of the heart 
may be exceedingly feeble. Heart-failure is always a threaten- 
ing danger. 

The duration of influenza is as variable as are the symptoms. 
It may be less than forty-eight hours ; it may be several weeks. 
Commonly, the acute symptoms last from three or four days to 
a week, but the weakness and depression continue much longer. 
Ccmvalescence may be tardy, prolonged subnormal temperature 
and annoying perspiration being notable features. 

In addition to the complications mentioned, there may be 
hemorrhages from various organs, meningitis — cerebral and 
spinal— multiple neuritis, arthritis and nephritis. Among the 
seqmlce are tuberculosis, paralyses of various kinds, hemicrania 
and melancholia, and other psychoses. Of itself influenza is not 
often fatal or directly provocative of serious complications or 
sequelte ; but it aggravates existing lesions or morbid processes, 
reawakens latent disease or searches out the weak point in the 
organism and renders this liable to the action of exciting 
causes. Hence, the great variability in its clinical course, and 
hence, too, the high mortality it occasions among the previously 
sick and debilitated, among infants and the aged. 
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r'WIth what diseases ma; influenza be confounded t 

The dMynosis of iuHuenzn laay be extremely easy or ex- 
tremely difficult, Aecording to its type, it may be mistaken for 
Himple catarrhal ioflammntion of the mucous membrane of the 
eye, ear, nose, throat, bronchi, stoinacii or intestines ; for 
measles ; for ceitebro-spinal meningitis ; for Hcute articular ' 
rlieuinatiam ; for dengue ; for ordinary tyi>ee of pleurisy or 
liueunionia ; for malarial fever ; Cor acute tuberculosis ; for 
typlioid fever. 

Upon what does the discrimination dependt 

In times of prevalence of epidemic influenza, or of the analo- 
gous epizooty, the knowledge of that fact will cause one to be 
on the lookout for the disease, and he may, x>erliap9, even call 
other affections by its name. Characteristics upon which stress 
should be placed are the sudden onset, the great depression, 
the cutaneous hypei-esthesia, the lumbar and muscular pains 
and the excessive respiratory distress. These serve to distin- 
guish it from indigestion, gastro-inLcstinal catarrh, bronchitis, 
coryzaand "colds." lu con trad istiuction from typhoid fever or 
typhuB fever, the common occurreuee of some form of catarrhal 
Symptoms, the irregularity of the temperature, the shorter dura- 
tion and the absence of the charatteristic symptoms to be de- 
scribed, are additional discriminating poiuts. The differential 
diagnosis from the other diseases mentioned will be successively 
^^^veloped. 

I^TThat is typhoid fever ? 

Typhoid or enteria fever is an acute, infectious disease, belonging 
lo the group of essential, continued fevers, dependent upon a 
^specific microorganism, and presenting constant lesions ; iuftam- 
^B^tion, swelling, softening and ulceration of Peycr's patches, 
^^Kilargement and softening of the mesenteric glands and tume- 
HBctiou of the spleen. It runs a coui-se of about twenty-four 
l^oays, beginning gradually and terminating by lysis. The dis- 
ease is most common in young adults and in the autumn. 

The typhokl-hacUlun (Fig. 1) is a plump, motile organism, with 
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rounded extremities. It is about one-third ns long as the d!j 
eter of a red blood-eoriiuade and one-third aa wide as it is lor 
It presents a characteristic growth upon iiotnloes ami does not 
liquefy gelatin. It is best staiued by lueaDe of an alkaline solu- 
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Biclllioftjpboidfayer. (Von Jatuch.) 



tion of methylene-blue or by carbol-fo chain or anilin-water 
fiiehBin, It differs from other organisms found in the etoole in 
not generatiug indol. The bacillus has been found during life 
in the blood, in the urine and in the atoob, and, atlcr death, 
ID the intestiual wall, in the mesenteric glande and in the spleen. 

What is the clinical oonrse of typhoid fever ^ 

The jfrithi of incubaiion of enteric fever varies between two 
and eleven days. The onset is usually insidious, oceaBionally 
abrupt, with a chill. The jirodrojiml pei'iod is characterized by 
headache, pains in the back, epistaxis, general malaise, disturlicd 
sleep, loss of appetite and coated tongue. These symptoms be- 
come i^gravatcd, while to them are added relaxation of the 
bowels, abdominal tenderness, especially in the right iliac foBsa, 
intestinal gurgUng and elevation of temperature. 

The tcmpemlure pursues a characteristic course. (Fig. 2.) 
There is a period of gradual ascent (first week), a period of 
maintained height (second week and half of third week), and a 
period of gradual fall (last half of third week and fourth week). 
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^or from five to seven days the temperature rises two or three 
a each evening, to reeede a degree or a degree and a half 
1 the following morning, until it has reached a level of from 
2.5P to 104° F. (in grave cases even higher), at which, with 
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T«mpor»tnrMh:irt of a faa^ ^.f lyph^-iil frv.T. (WunrJiilkh.) 

slight evening remissions and morning exacerhations, it lingers 
for from ten to fourteen days, tlien to decline inversely pretty 
, much as it rose, until, with the setting in of convalescence, it 
^^Wy fall below the normal. 

^B Tlie pulse is accelerated, but not, as a mle, in proportion to 
^^Be rise of temperature. It may not exceed 90. It is peculiarly 
^^bfl and rebounding, giving rise to an apparent duplication 
^Htanwn as dicrotlxn. The tongue is coated in the middle, but 
^nd at the margins and tip. The coating is thick and, at Brst, 
^HriiiCe. The red, uncoalcd portion at the tip occupies a charac- 
teristic wedge-shaped area. The lips, gums and teeth become 
covered with sordes. The patient often exhales a characteristic 
odor. The pupils are dilated. A limited flush colors the cheek. 
Toward the end of the first week or early in tlie second, a 
prying number of small, slightly elevated, rom-coloj-ed spots 
lat disappear upon pressure or upon stretching the skin may 
^ observed upon the trunk — upon the abdomen or chest, anle- 
Vly or posteriorly. These spots appear in successive crops, 
beh of which lasts for sevei-al days. 
■The urftw presentB a characteristic reaction. If to one part 
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of ti (oiie-lialf per cent.) solution of aodium nitrite in diatillsd 
water (1 :40j and forty iiarta ofa saturated solution of sulpU- 
aniliu acid in dilute Iiydrochloric acid (1 : 20) is added an equal 
bnlk of urine and the whole is rendered alkaline with animouiii- 
water, a deep-red color is prixluced. 

la clftaaieally typical cases, thpre is diarrluu; but in almost 
an equal cumber, however, the bowels are constipated. The 
diarrheal stools present a, ckaraeteriatic appearance, being thin 
and jellowiah, " ochrey," or like pea-soup ; they have a pecul- 
iar, fetid odor; Bometimea they contain blood, independently 
ofa formal hemorrhage. Tympanites is common. The area of 
splenic jiej'wiHsion-duiness Is incraised. In the second week, if 
not earlier, itmnlal duhieas and listlessnees arc manifest. The 
patient pays little heed to his surroundings, but usually re- 
sponds when spoken to. Benfuess and visual disturbances are 
not uncommon, and lliere is frequently low delirium. In the 
third week, the first sound of the heart is observed to be feeble ; 
emaciation is decided, and the tongue often becomes dry, fissured 
and coated with a heavy, brown fur. Intestinal hemorrhage 
may occur. Perforation of the bowel, with consecutive peri- 
tonitis, is among the dangers. 

Usually, towards the end of the third or the beginning of the 
fourth week, progressive improvement is manifested, coinci- 
dently with the decline of temperature. The morning remissions 
exceed the evening rises. Commonly hy the twenty-fourth day, 
but often much later, the temperature has fallen to tlie norm. 
Convalescence is slow. 

Death may take place in or after the second week, from exliaus- 
stion, toxemia, fever or tlie accidents of the disease. 

Other compUcations and sojueZre than those mentioned are bed- 
sores, phlebitis, thrombosis, endocarditis, parotiditis, edema, 
inflammation or ulceration of the lai^mx, bronchitis, pleuritis, 
pneumonia, pulmonary tuberculosis, osteomyelitis, meningitis, 
peripheral neuritis, the formation of abscesses and gangrene. 

Sometimes the symptoms are mild, constituting ambulatory 
or tcallfiitg tyjAoid fevtr. At other times, the attack, while per- 
haps severe, terminates at the end of a week, or of two weeks, 
constituting abortive liiphoulfeofr. A few days after convalescence 
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^ has set in, the temperature maj agaiu rise, and the attack be 
repealed, though curUiiled in duration, constituting a rehipse. 
A relapse may likewise inteiTupt the declining course of the 
disease. Sometimes, when convalescence is apparently about 
tA set ill, the temperature reascends and remains elevated fur 
an uncertain period, constituting a reerudeaceii'x. 

What it the distiiiction between a relapse and a recindescence 
in typhoid fbver t 

A typical relajise in typhoid fever includes a. redevelopment 
of the entire group of morbid phenomena of the primary disease, 
as indicated by a characteristic temi>erature-curve, splenic eu- 
;ement and rose-rash, thougli the duration may be shortened. 
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trecntilescenix refers only to a reappearance of fever. The tcm- 
rature of recrudescence does not pursue a typical course ; it 
may fall as suddenly as it rose. A recrudescence may depend 
upon some complication or some accidental source of irritation, 
t. <j., peritonitis, or constipation or the premature or injudicious 
lUng of food. A relapse indicates renewed activity uf the spe- 
>e of the disease, 
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How u perforation of the bowel in ty^id fbver t 
nlzed? 

Pcrforatiou of the bowel in the courae of typhoid fever may 
or mny not bo preceded by intestiual beniorrhnge. When it 
occurii, the patient cxperieDces n auddeu and intense pnin, local- 
ized at one spot in the abdomen, but soon extending. There 
may also be rigors. Tympanites, if absent, develops ; if present, 
il increases. Vomiting may occur. There is esquiaite abdom- 
inal tenderness ; tlie patient lies upon his back, with the legs 
drawn up ; tlie face is pale, pinched and anxious ; the pulse is 
small, hard and r.ipid ; the hrcdthing is shallow and thoi-acic. 
Shock and cotliipse are common. With the fall of temperature, 
the patient's mind may become clear. Death may take plate in 
a few hours ^ but more commonly the temperature again rises 
and the symptoms of jjeriioniu'a become predominant, death oc- 
curring in the course of a few days. 

Fatnl perforation may, however, occur without decided symp- 
toms either of shock or of peritonitis ; or there may bo a sudden 
fall or a sudden rise of temperature, a sudden increase in the 
pnlse-nite or in the intensity of the prostration, or there may 
be sudden vomiting; or there may be simply persistent and 
rebellious tympanites, with comparatively slight abdominal ten- 
derness and, perhaps, marked depression in the general state of 
the patient. While perforation is usually fatal, recovery has 
occurred in well-authenticated instances. 

How are typhoid fiirer and pyemia to be differentiated ? 

Pyemia may be attended with typhoid symptoms, diarrhea and 
cerebral manifestations. The tem)K;ratuTe (Fig, 4). however, 
pm-snesadilTerent course from that of typhoid fever; it is irregu- 
lar and presents wide variations in range, often declining below 
the normal. The morning temperature may be normal, that of 
noon several degrees above normal, that of evening lower than 
that of noon. There may be great and sudden changes from 
day to day. In addition, there may be recurrent chills and 
sweats. The rose-rash is wanting. The detection of a primary 
focus of suppuration and the results of metastasis point to the 
cause of the eciuivocal symptoms. 
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i typhoid fever and a typhoid condition to be differ- 
entiated ! 

, A conditiou of astheoiti aad low vitalily developing in the 

(ourse uf certaia febrile couditions, aurgicnl affections, sepliee- 

1 and pyemia, possibly attended with diarrhea, is to be dis- 




linguiahed from typlioid fever by liie previous liistory : on the 
one hand, there are the evidences of some constitutional or local 
disease ; on llie other, epistaxis, lieadaclie, continuous fever iif 
gradual invasion. Tlic age of tlie patient may have weight : 

Il^phoid fever being infrequent after thirty-five and rare after 
itty, while in the aged many diseases, especially pneumonia, 
bnramonly assume a typhoid type. A rose-rash la aigniHcaot 
Of typhoid fever, 
How are typhoid fever and yellow fever to be differentiated ? 
Initial headache and pahis in the loins attend both typhoid 
fever and yellow fever ; hut, in the latter, epistaxis and diarrhea 
are wanting, the onset is abrupt and the symptoms remit on 
the second or third day. The discoloration of the skin that 
g^vefl its name to j'eUow fever la wanting in typhoid. Yellow 
a disease of hot climates ; typhoid fever, one rather of 
iniperato climates. 
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How are typhoid fever and variola to be differentiated 1 

For several days it may be iiupotisible to distinguieli typhoid 
fever and variola from one nnotber. Both pi'eeent headache and 
jmins in the ttack. Epistaxis and diarrhea may be wanting in 
typhoid fever. Tlie onset of variola, however, is hkely to lie 
ahrupt ; that of typhoid fever insidious and gradual. Oq the 
third or fourth day, there appears in variolii a characteristic 
eruption ; simultaneously, the temperature deciines. Tiie erup- 
tion of typhoid fever ie unlik« that of variola and rarely appears 
l>efore the fifth day. The subsequent course of the two diseases 
is sufficiently diverse to raniovo any posaibility of confusion. 
The pi-esence or ahsenee of vaccine protection and the existence 
of other cases of one or of the other disease may have some 
weight in the early diagnosis. 

How may one avoid confounding pnenmonia witb typlKod 
flBTei? 

While pneumonia may present symptoms of a typlioid char- 
acter and a temperature- course not uniilie tiiat of typhoid fever, 
the respiratory frequency is out of all proportion to the pulse- 
rate, while careful physical examination will reveal the signs of 
puhiifmary consolidation (duhiesa on percussion, bronchial 
breathing, crepitant rSles, increased vocal fi'emitua and vocal 
resonance) and perhajm the frie I ion-sound of an associated 
pleurisy. Pleurisy, however, is by no means i-are early in the 
course of typhoid fever. The appearance of rusty sputnm 
clinclies the diagnosis of pneumonia. It must, liowever, be 
borne in mind that pneumonia may occur as a complication of 
typhoid fever. In sucli a case, the association must be recog- 
nized by the rose-rash, the splenic enlargement, the diarrhea 
and the protracted course of the disease. 

How are typhoid fever and triehiniaais to he differentiated ? 

Trichiniasis may present many of the manifestations of 
typhoid fever, but the epistaxis, the severe headache, the en- 
largement of the spleen, the characteristic stools, the typical 
temperature-curve and the rose-spots are usually wanting. The 
knowledge that there is such a condition as trichiniasis, witii 
imiuiry as to llie fond taken atid the detection of nodules in 
the painful muscles, ought to be snOlcient to prevent miiitake. 
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Typhus Fever. 

What are the symptoms of typbTU fevei f 

Typlius fever, alao called famim-fever, Mp-ferer and jail-fei:er, 
acute, intecliouH, essential fever, a type of contagious dia- 
It (levelops in crowded and onwholeaonie places, among 

le poor and wretched, but it may be communicated to any. It 
^pefiixl of iaeuhiilion of variable duration— from a few hours 
to two weeks, during which the patient is comparatively com- 
fortable, or there may be a brief stage of preliminary depression. 

With the (mxel of the disease there are goueral malaise, head- 
ache, perhaps a chill, pains in the back and a heavily coated 
tougue, perhaps with nausea. The temiierature rises to betweea 
104° and 106° F. ; the pahe is frequent, at flrat full, but early 
becoming feeble. Stupor Boon develops. The howels are 
usually constipated. The ftgjressioii is dull The cwijimdiite 
are injected. The pupils are usually contracted. The fa<x 
appears livid. A viusty odor is manifest. The ?ioiJj/ may be 
covered by a diffuse, red rash. Between the fourth and the sixth 
day a coarse, paptdar ^uptioii appears, usually on the trunk and 
extremities, exceptionally on the face. lutermiiigleil with this 
are many petechial spots. For two or three days new papules 
ippear, to recede gnidually and disappear. 

At the close of the 6rst week or early in the second, low, 
inttering delii'ioni, or coma-vigil, without great restlessness or 
with ceaseless tossing, muscular twitching and jactitation, 
appears ; the mental depression is profound, In the cerdinil 
U/pe there is a wild, fighting delirium, with intolerance of light 
and illusions of sight and hearing. Excitement is soon suc- 
ceeded by weakness and prostration, perhaps by fatal coma. In 
8ome cases the respiration is shallow, irregular and noisy, though 
no change in the Innga can be detected. The heart-sounds are 

ible, though the beat may be excited. Often, there develops 
endocardial murmur, due to the depraved state of the blood, 

le longM is brown and cracked, the teeth and gums covered 

[th Hordes. The urine is scanty, high-colored, deficient in 

ilorides and may contain albumin. 
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In cases thai recover the temiierature gradually subsides at 
the end of the second week, a, decided decline taking place on 
the fourteenth or eixleenth day, accompRDied, perhaps, with 
profuse perspiration, diarrhea or a copious discharge of urine. 
Jidapses are rare. An attack confers subsequent immunity. 
Pulmonary awiijjiifaiKww are the most common. Others may be 
meningilia, phlebitis, gangrene, erysipelas, parotiditis, edema of 
tlie larynx. During the last stages, or atler convalescence, 
acute tuberculosis may develop. 

How are typhoid fever and typhiu fever to be differentiated ? 

Typhus fever is contagious; typhoid is not. Typhus is the 
more likely lu be epidemic. I'rodrouiata are more common and 
of longer duration in typhoid. The onset is acute in typhus, 
iusidioua in typhoid. Typlius lasts about two weeks ; typhoid 
not less than three. The eruption of typhoid consists of small 
rose-spots, usually confined to the abdomen and chest, and ap- 
pearing in successive crops ; that of typhus is coarse, macular 
and petechial and of more extensive distribution. The skin is 
usually moist in typhoid ; it is dry in typhus. In typhus, the 
body exhales a characteristic musty odor. The bovrele are 
often loose in typhoid fever ; they arc usually constipated in 
typhus. Nervous prostration is the more profound in typhus. 
The course of the temperature is dilTerent in each. Epistaxis is 
common in typhoid ; uncommon in typhus. In typhoid fever, 
one finds on post-mortem examination intestinal ulceration and 
enlargement of the spleen and of the mesenteric glands ; in 
typhus, no constant lesions ; though the spleen is likely to be 
diffluent. Typlioid fever and typhus fever may, though rarely, 
coexist in the same patient. 

How are variola, and typhus fever to be differentiated 1 

Both variola and typhus fever are in a high degree contagions. 
Should both be simultaneously epidemic, the diagnosis may be 
dlBScult during the first few days of the attack. The eruption 
of variola, however, appears from twenty-four to thirty-six 
hours earlier than that of typhus. The former is usually situated 
on the face, as welt as on the trunk, and passes successively 
through the stages of papule, vesicle and pustule, the pustnles 
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fapturiiig and leaving cicatriceB. The erupliocof tyjiliua fever 
"" rarely or nevei' appeara on the face ; it reniiiina largely papu- 
lar, though in part it becomes petechial. In typluia fever, the 
temperature becomes high at the onset and continucB high ; in 
variola, the temjierature declines with the appearance of the 
eruption. Vaccination commonly protects against variola ; it 
affoi-ds no protection from typhus fever. Finally, typhus is a 
disease of about two weeks' duration ; variola, of quite three. 



koei 



irebro-spinal Fever— Epidemic Cerebro-spinal 
Meningitis. 

Wliat are tlie clinical featores of cerebro-ipinal fever f 

Csrehro-iqdnal /ever or epidemic cerebro-spinnl luenini/ilis— & 
specific, essential fever of continued type, associated with a 
constant lesion — ie an acute and cstremoly fatal infectious dis- 
ease, varying much iu its ciinicul manifestations, but usually 
characterized by decided disturbances of the cerebro-spinal func- 
tions. In some cases cerebral, in others spinal symptoms pre- 
dominate. Not infrequently, respiratory phenomena or blood- 
changes assume great prominence. A characteristic eruption 
is usually a marked feature, " 

The attack may develop gradually, but more often it sets in 
suddenly, with a rigor followed by fever ; malaise ; nausea ; 
great thirst and vomiting, otten with a clean tongue and no 
gastric derangement ; vertigo ; excruciating headache, remit- 
ting, but never entirely ceasing, and attended with paroxysmal 
exacerbations ; rigidity of the head and neck, sometimes jwissing 
into opisthotonos ; muscular twitehingfl or convulsions ; dry- 
ness of the skin, with hyperesthesia and paresthesia. There 
may also he photophobia and tinnitus aurium. Prostration 
Goon becomes profound, though restlessness may continue. De- 
lirium may set in and be followed by stupor and coma. The 
eqjressi'/n is anxious. The pulse is rapid and extremely irregu- 
lar. The temjterattiTe fluctuates between wide limits. Ilyper- 
aisnot rare. It may develop suddenly and persist until 
The temperature may continue to rise alter death. A 
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sudden full of tcntperatiirc may usher iu collapse and death. A 
gradual fall of temperature precedes recovery. The actioa of 
the sphiuctei'B is often deranged, so tbat there ma; be iuconti- 
uencc of urine or feces, or retentiou of urine, or constipation. 
As a rule, retention is an early, incontiDence a late eymptoui. 
The urine is often albuminous and contains an excess of urates. 

Between the flrst and the third day,' purpuric spots, or an ery- 
thematous eruption that quickly becomes petechial, may appear 
upon the trunk and extremities. The disease is sometimes 
called "spotted fever," from the character of this eruption. 
Between the third and the sixth day, herpetic vesicles may ap- 
pear on the face about the lips. 

In the further progress of the case, the pupih, at first con- 
tracted, become dilated ; paralysis and anesthesia of irregular 
distribution appear ; disturbances of sight and hearing, perhaps 
also blindness and deafness develop. The reBpirattoii may be 
profoundly disturbed. As death approaches, the breathing may 
assume the Cheyne-Stokes type. Short remissions in the general 
severity or in individual syrciptoms may occur, to be followed by 
renewed exacerbations. The dunUion of the disease is variable. 
The fasligium is commonly readied on the sixth day. In pro- 
tracted cases, profound emaciation occurs. DeaUt may take 
place early or late, in coma, by exhaustion, or by apnea. If 
recovery ensues, convaUscencA is tardy, and sometimes protracted, 
while permanent loss of special senses is common. Pneumonia 
is a common complication. Palsies, headache and epileptiform 
convulsions may be additional sequelce. 

In addition to the ordinary ty]>e of epidemic ccrcbro-spinal 
meningitis, there may be/u/minant cases (death occurring within 
twelve hours), mild or airyrtiee cases and prolmcU-d or tj/jifwid 
cases, Sporadia cases are rare. 

Instances of contagion (direct transference from the sick to 
the well) and of portagion (conveyance by the person or be- 
longings of those that have been iu contact with the sick) of 
ccrebro-spitial fever appear to have been authenticated, but are 
extremely uncommon. 
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How are oerebro-apinal fever and tetanus to be differentiated ? 

Ccrebro-Bpiiinl fever appears in epidemics, while tetauus 
usually occurs sporadically, as a result of the infection of a 
wound by soil. Triamua, an early symptom of tetanus, is the leas 
commoD in cerebro-spinal fever. Opisthotonos, general rigidity 
and epasm arc more marked in tetanus than in cerebro-spina! 
fever. Recovery from tetanus is exceptional. Death is not the 
invariable termination of cerebro-apinal fever. 

Tetanus is wanting in the palsies, the eruptiou, the derange- 
ment of intellection and sensation and the febrile symptoms of 
cerebro-spinal fever, though towards Lhe fatal termination the 
temperature may rise inordinately high. 
How are cerebrospinal fever and typhus fever to be differ- 
entiated 1 

While both cerebro-spinal fever and typhus fever occur iu 
epidemics, and both may be sudden iu onset and attended with 
profound nervous phenomena and petechial eruption, cerebro- 
spinal fever has not the dusky, stupid facies of typhus, while 
the herpes of the face, the retraction of the head, the fixed 
spinal pain, the muscular rigidity and the heightened sensi- 
bility of cerebro-spinal fever are not observed in typhus ; nor is 
typhus, as arule, accompanied with the great impairment of spe- 
cial senses or followed by the paralytic sequelie of cerebro-spinal 
fever. Tho general course of the two diseases, the fever and 
the eruption may be discriminated on careful observation. The 
greatest difficulty occurs in cases of malignant cerebral typlius. 

How are cerebro-spinal fever and torticollis to be differen- 
tiated? 

The muscular contraction that gives rise to torlicollis is usually 
unilateral and limited, while in cercbro-spiual fever the con- 
traction is symmetrical and not cooflned to the muscles of the 
head and neck. The symptoms of an acute, febrile disease, with 
disturbances of the sensorium and paralytic concomitants and 
sequeise, are not present in torticollis, but are characteristic of 
cerebro-spinal fever. Even mild cases of cerebro-spinal fever, 
icking the characteristic febrile course and without eruption, 
U present severe headache. 
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What are the diEtiiictioDs between oerebro-spinal fevei and 
BmallpozT 
HuadHche, vertigo, nausea, vomiting, pain in the back and 
fever altenil Iwth cerebro-spinal fever and smallpox ; but re- 
traction of tlie bead, muscular rigidity and paralyBis, hypcr- 
cHtbesia and anesthesia are wanting in sraallpox, and the pecu- 
liar tempera ture-rouord and the charauterietie erupliou of small- 
pox are not seen in cerebro-Bpina! fever. 

What are the diBtinctiom betveen cerebro-apinal fever and 
yellow fever ? 

Yellow ftivcr is especially a disease of hot climates; when 
found elsewhere its importation may be traced. If cerebro-apinal 
fever display any susceptibility to climatic conditions, it is most 
common in temperate zonee. Characteristic symptoms of motor 
and sensory derangement, observed in the course of cerebro- 
spinal fever, arc wanting in yellow fever, which is a disease of 
brief duration, in contrast to cercbro-spinnl fever, the duration 
of which may be protracted. Petechial and herpetic eruptions 
appear during the progress of cerebro-spinal fever, while yellow 
fever is characterized by a sfifTron-yellow color of the skin. The 
black vomit often seen in yellow fever is entirely wanting in 
ccrebro-spiual fever. Although remissions in the intensity of 
special symptoms may occur in the course uf cerebro-spinal 
fever, the characteristic " lull" of yellow fever is absent. 

How are cerebro-spiiLal fever and typhoid fever to be differen- 
tiated? 

In cci-ebro-spiual fever, the nnsuL is usually abrupt ; in 
typhoid il is iusidious. In typhoid fever the temperature pur- 
sues a typical course ; in cerebro-spinal fever there is no regu- 
larity. The eruption of curebro-spinal fever is petechial or 
herpetic and appears early — l>cfore the fourth day ; that of 
typhoid is roseolous and appears not earlier than the fifth or 
sixth day. Constipation is the rule in cerebro-spinal fever; 
diarrhea often attends typhoid. Nausea and vomiting occur in 
cerebro-spinal fever, but not usually in typhoid. The retraction 
of the head, the pari'stliesite and the paralyses of cerebro-spinal 
fever are all wauliug iu typhoid fever. The headache is more 
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intense in cerebrospinal than in typhoid fever ; in the latter it 
iliBappears when delirium sets in ; in the former, deUrium and 
headache coexist. The knowledge of an epidemic assists in the 
diagnosis. The discovery ophthalmoscopically of recent papil- 
litis (choked disc] or optic neuritis would l>e diaguostic of cere- 
Ijro-spinal meningitis in contradistinction from uncomplicated 
typhoid fever. In rare cases, typhoid fever is complicated by 
meningitis. 



Asiatic Cholera. 



What are the symptonu of Asiatio ohaleraT 

Asiaiik diolera, also called cholera infecliostt, is an acute, infec- 
tious disease, having its home in tropical climates and occurring 
in epidemics. It is dependent upon a specific oi^anism, which 
is found in the alvine discharges uf the patient and is principally 
transmitted by means of milk and lirinking- water. 




■a, (VlBTOidt,) 



The disease has a period of incubation of from half a day to 
tlirec or four days. It may set in suddenly, with a cliill, but 
more usually the attack proper is preceded by a moderate diar- 
rhea, to which the name c/ioferine has been given. This con- 
stitutes the _^rsl or preimmHory stage. The course of the disease 
may be arrested at this stage. 

In the second stage {stage of spasm, or stage of serous diarrhea), 
there occur violent cramps in tlie abdomen and legs, and the 
intestinal flux increases in severity. There is often olistinate 
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vomiting. The palient complains of thirst, is restless and anxi- 
ous ; prostration is marked ; the pulse is weak and thready ; the 
skill IB cold and shrunken ; the eyeballs are sunkeu. The tem- 
peritlure, taken in the rettum or with a thermometer uarefully 
appUed and allowed to remain at least ten minutes iu the axilla, 
will be found to be elevated. The stools are almost liquid and 
colorless and eonlain targe quantities of epithelium, constituting 
the so-called " rice-water" discharges, in which the contma^badl- 
lus of Koch (Fig. 5) is to be fuund. 

Soon, a third or al<pd stage, outage (ifcoilapse, sets in. The drcu- 
lalwn faile, and there is marked depression of tlie vital powers ; 
the respiration is shallow and accelerated ; the sjfctii becomes as 
cold as marble ; the breath may be chilling ; the voice is lost. 
Suppression of urine often occurs. The urine that is secreted is 
albuminous and contains casts. 

In this condition of collapse the patient may die, or he may 
enter upon a fuurtii dage, or atage of reaction, convalescence set- 
ting in or a low, typhoid condition developing, with fever and 
dehriumand possibly with suppression of urine. This stage may 
terminate in death or in convalescence. Convalescence may be 
vcmiplicated by ulceration of tlie cornea and by parotiditis. 
How are cholera noEtr&s and cholera Aiiatica to be differ- 
entiated T 

Cholera nostras occurs eudemically ; cholera Asiatica, epi- 
demically, and, iu Europe and Amenca, by importation. Asiatic 
cholera is by far the graver affection ; the stools present a charac- 
teristic " rice-water" appearance, in which a speciBc bacillus is 
to be found. If an apparently similar bacillus be fourd In the 
stools of cholera nostras, its niorpbology and culture will prove 
it to be different. 
How IB arsenical poisoning to be distingnished from cholera? 

Poisoning by arsenic occasions vomiting, cramps in the abdo- 
men and legs, and diarrhea with stools of a " rice-water" char- 
acter. Local evidences of the ingestion of arsenic may be 
present in the mouth ; voniiting precedes diarrhea ; the stools 
arc bloody and do not contain the specilic com ma-bacilli. ~ 
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Fever, 

What are the distingaishing features of relapsing fever ? 

Belapsing fever is rare in other than certain tropical countries. 
It is a specific, essential fever, of intermittent type, and is de- 
pendent upon the presence of a specific organism— the spirocheta 
Obermeierii — in the blood. (Fig. 6.) 

Fig. 6. 
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Spirochetse of relapsing fever. (V. Jaksch.) 

The growth and development of the parasite give rise to the 
periodic paroxysms that characterize the disease and give it 
its name. After a period of incubation, varying from several 
hours to two weeks, the disease sets in suddenly with a chill, 
followed by fever, with decided elevation of temperature, mus- 
cular pains, vertigo, headache, nausea and vomiting. The 
spleen is enlarged. Often there is jaundice. 

In the course of from five to seven days the attack abates 
with the suddenness with which it set in, the temperature fall- 
ing to the normal and profuse diaphoresis occurring. 

For about a week the patient is free from symptoms. At the 
end of this time, the paroxysm is repeated, to again subside ; 
and this may happen a number of times. 

Convalescence is tardy and protracted. During the paroxysms, 
spirochetse in large numbers may be found in the blood. They 
are not to be found during the intermissions. 
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How is relapsing fever to be diagnosticated from typhoid fever ? 
lu typhoid fever, both onset and subsidence are gradual ; in 
relapsing fever, they are sudden. The former is a continued 
fever ; the latter intermittent and periodic. Kelapsing fever 
does not present the rose-rash of typhoid fever. Jaundice, 
often present in relapsing fever, does not occur in typhoid fever ; 
nor are spirochetse found in the blood in typhoid fever. 

How does relapsing fever differ from typhus fever ? 

The course of relapsing fever is interrupted by intermissions, 
giving rise to a disease of periodic type ; typhus is a continued 
fever. 

The marked nervous symptoms, as well as the cxanthem, of 
typhus are wanting in relapsing fever. 

Spirochetaj are found in the blood only in relapsing fever. 

Upon what does the differential diagnosis between relapsing 
fever and yellow fever depend ? 

Yellow fever is a disease of not more than three stages ; there 
may be more or less in relapsing fever. The primary acute 
stage, as well as the period of intermission or remission, is longer 
in relapsing fever than in yellow fever. Vomiting occurs late 
in yellow fever, early, if at all, in relapsing fever. Vertigo is 
a more marked symptom in relapsing than in yellow fever. The 
occurrence of one or the other in an epidemic might afford a 
clue in diagnosis. Spirochetje are present in the blood in re- 
lapsing fever ; they are not found in yellow fever. 

Malarial Diseases. 

What are the characteristics of malarial disease? 

The group of diseases known as iwikirial is characterized by 
paroxysmal periodicity, enlargement of the spleen and liver, 
melanemia and the presence in the blood, free or within the red 
corpuscles, of parasites that exert a deleterious influence upon 
the red cells. (Fig. 7.) 

During the paroxysm, the urine is said to be irritant, the pro- 
portion of both water and solids being increased. 



MALARIAL DISEASE! 



Malarial diseaseB prevail priiiciijaliy in tlie lowlands of v 
efiinaUjB, witli luarsliy soils. 
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^H Wh&t are the varietieB of malftrial fever ? 
^^B Malarial fevers are said to be iiUenmttcnt when between two 
^^■)»voxyBia8 tbere iiit«rveiies a period of frQcdoin frarn Bymp- 
^^Btonis, with a resloratioa of the temperature to the normal ; 
^^" remtftent, when between two paroxysms the symptoms moder- 
nt« and the temperature falls (but not to the normal level). 
Wheu tlie paroxysm is roi>eated dally, the fever is designated 
im,; if repeated on alternnle days, tertian; if with an 
Lft>t<^i^<il of two days, qunrtun. If two paroxysms occur daily. 
i fever is called a dvjpliealitil quotidian. There may be a 
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duuMe tertian, iu wliicii occur daily paroxysnie, of which only 
Ihusu of alternate days arc alike ; a double gwwlaii, and other 
coniLimatioDS. When the [laroxysins succeed one auother so 
closely that the cold stage of one begins before the sweating 
stngc of its predecessor ends, the fever is ealled subivlninL 

Mor|)hologic and biologic difierenceB among the orgauisms 
pi'CBent in the various types of malarial fever have been recorded. 

What are the features of a malarial parozyBin ? 

A typical nmiurial parosysm cooeists of a cold stage, a luit staye 
imd a sweating stage. The disease is therefore called " ubills and 
fever." It is also known as ayue. 

What aie the characteriBtics of each staged 

The cold stuye or chill sets in with malaise, nausea, vertigo, 
sliivering ; aa the rigor becomes more f row ou need, the patient 
may be severely shaken ; his teeth chatter ; the skin is cold acd 
rough ; the breatliing is shallow and hurried ; the pulae is small 
and rapid ; the temperaiuTe of internal parts, however, is febrile. 

Urailnally, the feeling of coldness subsides and gives way to a 
sense of warmth, the temperature of the rectum or of the mouth 
continuing to rise ; the surlace of the body becomes flushed and 
the eyes are brilliant. The patient has now subjective sensa- 
tions o{ fever. After the lapse of a variable time, a more or leas 
copious 2>erspiratiM\ sets in, with a decline in the temperature 
and an amelioration or disappearance of the symptoms. The 
parosysm is at an end. 

What are the clinical features of malarial intermittent fever t 

In iiileniaUent fecei; as the name indicates, there is in the 
interval between two paroxysms a complete intermission of the 
symptoms, the temperature becoming normal or subnormal. 

The cold stage lasts from lifteeu minutes to an hour, the hot 
stage and the mc&ttinf! stage, respectively, a varying number of 
hours. The l>eginning of eacli successive paroxysm nnlicipates 
in time of the clock that of the preceding paroxysm. 

Untreated, the paroxysms of intermittent fever lose their 
regularity. 

The disease may gradually and spontaneously subside, or the 
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paroxysms may become remittent oi 
cachesii, 

After appnrunt recovery, a tendency to a return of the piir' 
ysms on the liflh, seventh, oinlh or fourteenth Jn; is sojnetiL 
observed. 

F:g. 10. 
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Wbat are the clinical features of malarial remittent fever? 

Bemiltent fever represents a more prolbiind degree of iutoxi- 
eatiou than does intermiltent fever. 

The eftiH is usually severe and protracted. In addition, tliere 

[a gastric irritability, perhaps vomiting, sometimes jaundice. 

[ Tlie temperature attains a high degree. The hot stage may last 

I for from six to eighteen hours and is followed by profuse perspi- 

In the inlerval between two paroxysms, the symptflms raoder- 
r ate and the temperature declines, hut does not reach the nor- 
I mal. 

After the occurrence of several paroxysms, the chill may be 
wanting ; or there may be but one— the initinlchill. "Without 
medicinal intervention, the remissions may gradually become 
decided and a typhoid condition may develop. 
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What are the symptoms of hemorrhagic malarial fever? 

Hemorrhagic malarial fever is a grave form of malarial intoxi- 
cation in which the height of the paroxysm is marked by head- 
ache, severe pain in the back, nausea, vomiting, decided jaun- 
dice and hemorrhages from various mucous surfaces, particularly 
from the kidneys. 

What is pemidoTU malarial fever ? 

In certain localities in which the malarial organisms are ex- 
ceedingly numerous or vh'ulent, the attack manifests a, peftmicious 
tendency. The clinical picture depends upon the system that 
bears the brunt of the disease. There may thus be a cerebral 
.form, characterized either by delirium and excitement or by 
coma and depression ; or there may be a ^/iorocic/orwi, in which 
the respiration is accelerated, and there is an urgent sense of 
the need of air ; or there may be a gastro-integtinal variety^ at- 
tended with nausea, vomiting, jaundice and diarrhea ; or there 
may be an asthenic or an alyid variety, in which there is a condi- 
tion of marked debility and a striking coldness of the surface 
and of the breath. Pernicious malarial fever usually manifests 
its character only after a preliminary paroxysm of apparently 
ordinary intermittent or remittent fever. Unless promptly and 
vigorously treated, it is likely to be fatal. 

What are the s3rmptoms of the malarial cachexia? 

After protracted residence in a malarious district or following 
untreated or rebellious intermittent or remittent fever, there 
may occur irregular chilly sensations, with some tendency to 
periodicity, an occasional sense of feverishness, headache, men- 
tal torpor, drowsiness, a sallow complexion, constipation or 
diarrhea, impaired appetite, enlargement of the spleen and 
liver— a complex of symptoms that may not yield to medicinal 
treatment, but which improves on removal to a non-malarious 
climate. 

What is meant by ''Dumb Ague?'* 

There is a variety of irregular manifestations of malarial or 
paludal poisoning, sometimes acute, but more frequently sub- 
acute or chronic, which do not at any time present the classical 
picture of chill, fever and sweat. These attacks of ** dumb 
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ague," "masked malaria," "larval paludism," as they are 
variously called, comprise chilly sensations, irregular fever, or 
flushes, or subjective sensations of heat, joint-pains and muscle- 
pains, headache and neuralgias of various kinds, cough, with or 
without bronchial or laryngeal signs, gastric and other visceral 
disturbances, sometimes taking the form of crises ; in severe or 
protracted cases, anemia, anasarca and albuminuria, hematu- 
ria and hemoglobinuria have been observed. A common va- 
riety is the so-called "brow-ague," a form of frontal headache 
frequently associated with tenderness of the nerves at the supra- 
orbital and infra-orbital foramina and sometimes with an in- 
tensely painful sensation of pressure or constriction referred to 
the nasal bones ; the manifestations usually exhibiting an irregu- 
lar periodicity. Appearing in the morning and disappearing at 
night, or when aggravated by sunlight, it is called "sun-pain." 
Enlargement of the spleen is sometimes demonstrable. A 
careful study of the phenomena in these cases will usually elicit 
some periodicity in their recurrence, or while the prominent 
symptoms, gastric or neuralgic, or whatever they may be, may 
not be periodic, careful temperature-observations will show an 
unsuspected periodic rise. Sometimes, if quinine be adminis- 
tered for a short time, and then withheld, a distinct periodicity 
in the symptoms will be developed upon withdrawal of the drug. 
The discovery of characteristic plasmodia in the blood would 
establish the diagnosis. The organisms are usually compara- 
tively few in number and of the crescentic or sickle-shaped variety. 

What ifl meant by Agne-cake ? 

The enlargement of the spleen in a case of chronic malaria 
or of malarial cachexia is sometimes quite manifest to ordinary 
inspection. When not so readily manifest to sight, it may easily 
be detected by palpation. Its connection with malaria being 
well known, the enlarged spleen has in vulgar parlance acquired 
the name of agite-cake. 

What are the distinctions between malarial fever and the fever 
of suppuration or of septic infection ? 
Suppuration and septic infection usually give rise to fever of 
a remittent or intermittent type. When an obvious cause exists, 
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the recognition of the nature of tlie fever is easy. When, how- 
ever, the fever is induced by deep-sented suppuration, as when 
abswesses form or in case ot pulmonary tubcrculoBis or of occlu- 
siim of the hepatiu or of the common bile-duct, the connection 
may be obscure, Tlie tlistinguialiing features, however, are that 
the symptoms of suppurative or of septic fever are rarely of 
regular periodicity or typical iu course \ that tbey are often un- 
influenced by the administration of quinine, which acts specifi- 
cally in the malarial diseases ; and that the hematozoa charac- 
teristic of malarial fever a.te tvanting. 

With what conditions may pemicioos malarial fever be con- 



The gastro-intestinal type of the disease may simulate ordinar)' 
gastro-intestinal catarrh, but the one is a grave condition, while 
the other is not ; the one is febrile the other antifebrile ; the one 
submits to treatment by quinine, while the other does not ; in 
the one, the blood contains characteristic hematozoa and bloud- 
pigment, while tbe other does not ; in the one, the spleen is en- 
larged, in the other, it is unchanged in size, 

Tlie pulTttonary type may be confounded with pleurisy or with 
pneumonia, but the physical signs and many symptoms will 
clear up any doubt, in doubtful cases, examination of the blood 
and treatment with quinine will t\imish irrefutable evidence. 

The algid variety resembles cholem, but it does not occur in 
epidemics, the general symptoms of cholera are wanting, and 
treatment decides the result. 

Jaundice attends the heniorrhayic foiin; hemorrhages take 
place from various mucous surfaces and blood is found in the 
urine. Hemorrhagic malarial fever differs from paroxysmal 
hemoglohinuria in not being dependent upon exposure to cold, 
while the urine contains red corpuscles and not merely hemo- 
globin. Quinine cures the one, but fails to influence tbe other. 

The cavbral tyjie is to ]>o dictinguisbed fVom those conditions 
that give rise to apoplexy and from profound intoxications of 
various kinds. The essential, distinguishing features are the 
occurrence of the symptoms in the course of an attack of 
malarial fever, the absence of paisley and localizing symploms, 
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the tendeucy to recovery uud^r trealmenl, the enlaL-^-eiueut of 
tlie spleen, the preseuce of lieuiaLuzuii in the blood. 

How are typhoid fever and malarial fever to be differentisted 1 

Typical caBos of intermUluuL tiiid remittent fever are not 
likely to be coiifouudeii with typhoiii fever, but if an interniit- 
teuL or remiltcat has existed for some time, unintluGiii'ed by 
' medication, a typhoid condition develops, and the symptoms 
Uiay ocetision some doubt in diagaosis. Under sneh circum- 
Blanees, the previous history must be coosidered. 

The diarrhea, the rose-Bpote, Ihe temperature-course of 
typhoid fever are all different from vrhat ia seen in malarial fevers. 

The reaction of the urine to Gulphanilic acid and sodium ni- 
trite, described by Ebrlieb, and a characteristic bacillus are not 
found in malaria. The detection of the plasniodia of malaria 
in the blood dlHsipatea even the remotest doubt. 

Malarial fever and typhoid fever may coijxist aa so-called 
lyiiho-iualarial fever. 

How does syphilitic fever differ from malarial fever ? 

When secondary syphilis is marked by fever, the elevation of 
temperature usually occurs at ni);lit and ia asBociated with bone- 
pains, cutaneous eruption and other evidences of syphilis. Cei-e- 
brai and meningeal syphilis may also give rise to febrile move- 
ment. In many cases, the discovery of the plasmodia in the 
blood and the results of treatment by quinine on the one hand, 
and the results of treatment by mercury and iodides on the 
other hand, must make the diagnosis. 



Yellow Tever. 

What are the charaoteristicR of yellow fever T 

Yeltma fever is a specific, epidemic disease of hot climates, 
occurring in a single paroxysm of three stages : the frst, a 
febrile stage, Insting from thirty-six to forty-eight hours, which 
seta in with a chill, followed by fever, with capillary congestion, 
eepecially of the face and eyes, pains in the head, the back and 
the calves of the legs, restlessness and anxiety, irritnbllity of the 
Stomach, vomiting, -tbimt, constipation ; the aeamd, a stage <^ 
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r lull, of less than six hours, in which the fever sub- 
sides aud the skin assumes a deep-yellow or bronze hue ; the 
third, a stage of renewal, iu wbieh the symptomB tea|Jpenr, pros- 
iratiun beoutues prououuced and hemorrhages take plui;e from 
various mucous surfaces ; the vomited matters present a cbamc- 
teristic black appearance. The uriue usually eontains albuiuin 
and often casts. Suppression of uriue way occur. 

The mind is usually clear almost up to the moment of death, 
but iu some cases delirium and stu^wr develop. 

Deatit may result from collapse or with convulsions and the 
symptoins of uremia. If recovery take place, tvnvaleacenee is 
ofteu gradual, and may occasionally be interrupted by i-elapse. 
Some cases are quite mild, recovery taking place at the end of 
the first stt^e. Even grave cases may lie so mild iu the lirat 
stage as to be unrecognized ; tlie patient vxdkivg about, to be 
suddenly seized with prostratiuu, quickly followed by black 
vmiU aud death. 

An attack protects against subsequent infection. 

What are the diatingiiiBhuig features between yellow fever and 
malarial remittent fever with j aimdice 7 

Yellow fever is epidemic ; remittent fever, endemic. Yelliiw 
fever is a disease of a single paroxysm, not lasting more than a 
week ; remittent fever is a disease of repeated paroxysms, of 
periodic recurrence, and lasts more than a week. 

In yellow fever, the eyes become injected and watery, the es- 
prcssion anxious or fierce. In remittent fever, there is no espe- 
cial change in the eyes or in the expression. 

Prostration and muscular pains are decided in yellow fever 
anil are not so prominent in malarial fever. 

Delirium is common in bilious remittent fever, and the mind 
is always dull. Delirium is not common in yellow fever, and 
the mind is usually clear. 

The pulse may become very slow in yellow fever ; it is always 
quick in remittent fever. 

Hemorrhages from mucous surfaces take place iu yellow 
fever; not in ordinary remittent fever. 

The urine of yellow fever coutains albumin, and suppression 



YBLLOW PEVBR. 61 

may take place ; the urine of remittent fever contains no albu- 
min and suppression does not commonly occur. Bile-pigment 
gradually disappears from the urine of yellow fever and increases 
in the urine of bilious remittent fever. 

An attack of yellow fever confers immunity from subsequent 
inflexion; one attack of remittent fever predisposes to other 
attacks. Yellow fever is commonly fatal, remittent fever rarely 
fatal. 

The treatment of yellow fever is uncertain ; remittent fever 
yields to quinine. 

Plasmodia malarise are never found in the blood in yellow 
fever ; they are diagnostic of malarial fever. 

How are hemorrhagic malarial fever and yellow fever to be 
differentiated? 

Both hemorrhagic malarial fever and yellow fever occur in hot 
climates and are attended with jaundice, hematemesis and other 
hemorrhages. 

Yellow fever, however, is epidemic ; hemorrhagic malarial 
fever, endemic. The former consists of but a single paroxysm, 
of three stages, including a remission ; the latter is marked by a 
scries of paroxysms, each followed by a remission. 

Black vomit is the more characteristic of yellow fever ; hem- 
orrhage from the kidneys, of hemorrhagic malarial fever. Al- 
bumin and casts are commonly found in the urine in yellow 
fever ; not in malarial fever. An attack of yellow fever con- 
fers immunity from subsequent infection ; an attack of malarial 
fever predisposes to the occurrence of other attacks. The de- 
tection of the Plasmodia of malaria in the blood establishes the 
diagnosis. 

How is yellow fever to be distinguished from acute yellow 
atrophy of the liver? 

Yellow fever is epidemic ; acute yellow atrophy is sponidic. 
In acute yellow atrophy, the area of hepatic dulncss becomes 
rapidly and decidedly diminished ; in yellow fever, there is either 
enlargement or no demonstrable change. 

Yellow fever is, and acute yellow atrophy is not, attended with 
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a distinct rcmiasion in tlie severity of the attack. Yellow fever 
is sometimes followed by recovery ; acute yellow fttrophy is not. 

The injection of the eyes, the paios in the back and estrcmi- 
tiea, found in yellow fever, are wantiii«,' in acute yellow atrophy 
of the liver. 

In acute yellow atrophy, leucin and tyrosin are found in the 
urine, and while cerebral symptoms are more pronounced than 
in yellow fever, the temperature never rises so high and may 
even be subnormal. "^H 



Weil's Disease. ^H 

WbaX are the sjrmptomB of Weil's disean 1 

WWs distase, also called (iciife v]fcvti'\'e jmmdice, ib an inter- 
mittent febrile alfetjtion, usually eKhibiling two periods of 
activity separated by an uncertain interval ; the first of a little 
more, the secoad of a little less, than a week's duration. The 
disease may set tn abruptly with nausea and vomiting. The 
temperature at once rises to a considerable height, but falls 
decidedly on about the night of the fifth day j eubsei^uently 
declining gradually until the normal level is reached. After an 
afebrile period of from twenty-four hours to a week, there is a 
return of fever lasting a few days or a week. 

The attack is characterized by headache, vertigo, malaise, de- 
bility, somnolence, and, eomelimes, nocturnal fever and restless- 
ness, bypereathesia, diarrhea, muscular ptiiua and jaundice. 
The J7u2ae is small and frequent and somelimeB dicrotic. The 
reapvvtion is accelerated. The areas of splenic and hc[)atic per- 
cuss ion-du In ess are increased. The urine passed is diminished 
in quantity and contains bilc-pigmcnt, bile-acids, albumin and 
casts. Hemorrhages frotn various mucous Bur&ces may take 
place, cpistaxis, hematemeais, hemoptysis and intestinal hem- 
orrhage. Petechial spots may appear in the skin. 

The disease has been observed most commonly in summer 
and in vigorous young men, butchers and soldiers seeming to 
display a peculiar proclivity. Similar manifestations have fol- 
lowed poisoned wounds. In fatal cases, degencralion of the 
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I liver and kidneys and aplei 
I pncuiuouia, iridocyclitis and 



i been found. Parotiditis, 

wealmysa liitvu been aeqitcltx. 
that recover, tlie convukacence is protracted. 

i How are Weil's disease and yellow fevei to be differentiated 1 
Weil's disease and yellow fever probably exhibit a closer re- 

t aeinblance in description than in actuality. 

Weil's disease shows a special predisposition focyouiig adults, 

I especially butcheis and soldiers ; yellow fever occura in epidem- 

T lea and does nol confiiie itself to aay class of individuals. 

f Diarrhea is the rule in Weil's disease ; constipation in yellow 
fever. The initial stage of yellow fever is of shorter duration ; 
it is earlier attended with a remission ; the remission is less 
complete, and both the remission and final stage are shorter 
than is the case in Weil's disease. Black vomit is not common 
in Weil's disease ; the injection and excitement are leas than in 

I yellow fever. 



I 



The Exanthemata. 

What are the exanthemata ? 

The tei'ni exantkeninla or cruplire fecenf is applied to a group 
of contagions, epidemic iliscRSes, each depending upon a specific 
infection and having as prominent signs, fever and speciBcally 
characteristic eruptions on the skin and often on the visible 
mucous membranes. As e.tantheniata Hre commonly <leBcribed 
scarlatina or scarlet fever; measles or niorbilli ; French men sles 
or Bothein ; smallpox or variola and its modification varioloid ; 
vaccinia— the usual conserjuence of vaccination ; chicken-pox or 
varicella. Diphtheria and erysipelas might also be included. 



Morbjlli— Measles. 

Upon what doe§ the diagnosis of morbilli depend'T 

ISm-hilli or in&isles, also called rubenla, is an acute, contagious 
disease, common in children, attended with catarrhal symptoms 
(coryza, rhinitis, pharyngitis, laryngitis, bronchitis, conjuncti- 
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vitis), febrile elevation of temperature aad a. cliaracteriKtic ex- 
authem. 

The period of vnaxhoiMm is from seven to fourteen days. The 
iirwii is Bomewbat abrupt, with a quick rise of temiiernlure to from 
102° lo 10i° r., more or less headache, tcBtlessuess, injection 
<inU watering of the eyes, Bneezing, running from the nose, often 
Bwelling of the noee and lip, perhaps cough and slight sove- 
throat. Digestion is commonly disturbed, and the urine may be 
scanty. The temperature (Fig, 11) undergoea a considerable ele- 

Fio. 11. 




Essei 



vntion _. , ^ - " second 

third day, to rise again on the fourth, with the appearance of the 
eruption. This eonsists of coarse, pink papules, primarily dis- 
crete, then becoming surrounded by a somewlint paler border iiiiil 
soon coalescing, to form slightly elevated patches arranged in 
crescentic form, with intervening healthy skin. The eruption 
first appears upon the face and neck, then upon the body. The 
fever declines and the eruption begins to disappear between the 
fifth and the seventh day. Uranny desquamation follows ns Ihc 
attack comes to an end on the ninth day. The eruption may 
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I usually be detected in tLe tliroat a day or two in aUvt 

I appearance on the skin. 

All aLlack of raeaeles comoionly jirotecta against subaequeut 
inrectiou ; tbough accond attacks aro not rare and third attacks 
not remarkable. The disease is ordinarily mild and benigu ; 
sometimes, liowever, it is malignant and hecnorrhagic {black 
measles). Lobular pneuuionia and catarrlial otitis media ai-e not 
ammon complieuliims. An attack of measles is likely to pre- 
cipitate the development of tuberculosis in one predisposed and 
to accelerate the course of the disease when it already exists. 

How does morbilli differ from typbns fever ? 
Typhus fevet: is of longer duration and decidedly more grave 
I than measles, than which it is relatively less common iu chil- 
I dren. While the eruption of measles in some degree resembles 
I that of typhus, it appears earlier and, as a rule, has no tendency ' 
I to become petechial ; it begins on the fece, wbile in typhus the 
I lace escapes. The catarrhal symptoms of measles are wanting 
D typlius ; the profound nervous depression of typhus is not 
I seen in measles. Typhus in Iforth America is rare and as a rale 
I imported, most frequently by eraigrant-sliips. 



Scarlatina— Scarlet Fever. 

What are the symptoms of scarlatina? 

ikarUitiiia is an acute, contagioua disease, to which children 
and young persons evince a special predisposition. An attack 
confers relative immunity from subsequent infection. 

The period of inatbatioti may be short. It varies from twenty- 
four boors to a week, rarely ten days. The onset is usually 
abrupt, perhaps attended with vomiting or convulsions. The 
temperaluTe at once rises to a considerable height (104° or lUo^ 
P.) aud the pulte attains a striking frequency. In the first 
twenty-four hours, or sometimes a little later, a diffuse, fine, 
pnnctiform, red rash appears, at first on the neck and breast and 
L In the flexures of the joints, soon spreading as a uniform scarlet 
(flush over the greater part of tbc body. Pressure causes tempo- 
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riiry dissipatioii of the redness. There are intense eubjecUve 
burning and itching of the akin. 

Tlie tkrml is usually Bore and awallowiug ie iminful. The 
fuucL'B and palate are reddened, the tonsils an J uvula and the 
adjacent cervieal glaDds are enlarged and there is stiffness of 
the muscles of the ncek. The scarlet discoloration may some- 
tinieB be detected iu the throat, especially on the free bordt'r 
uf the soft palate and on the uvula, iu advance of its appearance 
on the skin. The thi'oat-afieetion is often uteemtivc or pseudu- 
membranouB in character. The larynx is rarely invaded. The 
nose is usually involved and there is more or less serous or sei'O' 
purulent discharge. The infiaumiatloii may extend into the Eus- 
tachian tube and involve the auditory apparatus. Suppurative 
otitis is uut au uucomiuou eom]ili cation, and perforation and 
deafness may result. 




The tnngiit is at first heavily coated, but, in the course of a 
little while, the dense fur is cast off, exposing the surface of the 
reddened organ, with its enlarged and prominent papillfe-an 
appearance characteristically described by the designation 
"strawberry tongue." Thirst is often great. IHgeslim ie de- 
ranged. The urine is scanty. 




BOARLATIHA — SCARLET FEVER. 

Severe iiervous symptoms may occur, twiteliinge or L-onvulsiouB, 
restlessness, insomuia, delirium, stupor, fiital coma ; or the ncr- 
V0U8 diaturbaoces may be very mild and cease with the setting I 
in of convalescence. 

In favorable cases, the eruptioti fades by the fourth or fifth day. 
The temperature, wbicb has remaiaed high, begins to decline ; 
<irfervescente taking place by somewhat rapid lysis (Fig, 12), 
At the end of a week or nine days, the skin undergoes a fur- 
furaceous or membranaceous desquamalion, the temperature 
felts to the normal and convalescence may set iu. Persistence 
of high temperature into the second week is not common and 
usually denotes a complicatioD. So, too, a sudden recrudescence 
of pyrexia, ailer decline has begun, indicates suppuration or 
other accident. Convalescence may be interrupted by the ap- 
pearance of symptoms of an acute nepkriti*. Edema of the 
face and body, with diminished elimiuation of a dense, high- 
colored or smoky-looking urine, containing considerable albumin 
and blood, as well as blood-casls and epithelial casta of the uri- 
uifcrous tubules. Kot rarely, albuminuria and other evidences 
of renal congestion or inAanmiation may be detected prior to the 
appearance of edema. With or without suppression of urine, 
there may occur convulsions, dehrium, stupor, coma and death. 

Another rather frequent mmpliaUion is arthritis, which may 
involve a single joint or several joints. Sometimes, with or with- 
out joint-symptoms, there is endocarditis, ]>eriearditis or pleu- 
ritis. Permanent valvular losLons of the heart may bo sequela. 

Various types of scarlatina are observed in addition to the 
ordinary form. When Ihroat-Bymptonis predominate, the attack 
is called "anginoae." Sometimes the disease is mi7d or aiwrttre. 
At other times it is maiij/nmit in virulence. In malignant cases, 
the rash may be delayed ; it may be pale and indistinct or dark 
and livid. Cases in which the rash is wanting may be mild or 
severe. This form is called "larval" or "scarlatina sine ex- 
aothemate." In these cases, dropsy or suppression of urine 
may be the first symptom to attract attention. Anasarca may 
occur without nephritis, but its dissociated occurrence is not 
Scarlatina is said occaaionally to be hano'rrhrtgk. 





lLS op diagnosis, 



How are BcarlatiQB and measles to be differentiated T _ 

ScarlnliDa usually sets in with vomiting or convulsions ; 
measles rarely so begins. Bather severe sore-throat and gland- 
ular enlargement eliaracterize Buarlaliua; catarrhal symiitoms 
are preseut iu measlbs. The great rapidity of pulse and eleva- 
tion of temperature commonly observed in scarlatina are want- 
ing in measles The eruption of scarlatina appears on the first 
or seeond day of the disease and is finely punctate, occasioning 
an appearance of diffuse redness ; the eruption of measles ap- 
pears not before the third day aD<l is commonly papular, arranged 
crescentically, nith areas of Intervening healthy skin. After a 
preliminary elevation, the temperature of measles falls on the 
second or third day, to rise ngain with the api>earauce of the 
eruption, then to subside rapidly ; the temperature of scarlatina 
at once mounts high ami, after a few days, declines gradually. 
Nervous synipLonis are decided iu scarlatina, wanting in measles. 



Botheln. 

What are the symptoms of Eotheln ? 

liiilhdn, also called roseoUi,, German meitsks, French rnfoslea 
and, incorrectly, rubella or rubeola, is au acute, contagious ex- 
nnthem, presenting an eruption resembling that of morbilli and 
throat-symptoms like those of scarlatina. An attack protects 
fh>m subsequent attacks, but not from measles or scarlatina ; 
neither does an attack of scarlatina or one of measles confer im- 
munity from Rjithelu. The perwd of iiicubtUvm of Botheln is said 
to be about fourteen days. The onset is usually abrupt. The 
lempertttui-e is moderate ; the puJee not very rapid. In the course 
of a (Jay or two, there appears, first u]H>n the face and then pro- 
gressively invading the trunk and the extremities, an eruption of 
small papules usually separated from one another by skin of 
normal appearauee. Sometimes, the intervening skin is erythem- 
atous. The eruption lasts for from four days to a week, is 
attended with itching and is sometimes followed by slight 
desquamation. The tJiroal is usually sore, the fauces reddened 
and the cervical glands enlarged. GUaTrlud gymptomn are com- 
mon. Thecoui'seof the disease is usually mild and uncomplicated. 
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How are Rotheln and scarlatina to be differentiated ? 

Hotlieiii is iuhevejilly a mild iliaiisise ; scariatiuft is never with- 
out gravity. RdtbciD lacks the mpid pulai;, tlie tiigh temperar 
ture, the " strawberry tongue" and the grave complications of 
scarlatina. The eruption of Hothelo more nearly rcBeinhleB i 
that of raorbijli tliau that of Hcarlatiua. !Neitlicr Xlollieln i 
scarlatina is protective agaioat the other. 

How are Eotheln and morbilli to be differentiated 1 

Bblheln reseiubles morbilli in itH rash, iu its mildness and in 
the catarrhal symiitoiua it preaeuts. The eruption of Hotheln, 
however, doea uot show a tendency to urescedtic arrangement, 
while it appears earlier and the individual papules are smaller 
than is the case in niorliilli. Rotheln is milder than morbilli, 
even as relates to the catarrhal symptoms. An attack of either 
confers no immunity from the other. | 



Variola — Smallpox. 

Upon what doea the diagnoais of amallpaz depend? 

Smallpox or rarioia is an acute, contagious, epidemic disease, 
gettiny in with a chill, patiia in the back, liead and extremities, 
nausea and vomiting, elevation of lemperHlure to 102O or 103^ F., 

Fio. 13. 
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^ with iiin.rk«il f.jtar 




witli marked exacerbations, increased rapidity of pulse, and a 
diffuse, red rasJi that is fallowed on the third or fourth day by 
the appearance of pitpules; when the temperature decUues. 
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The papules commonly appear first on the lips anti forehead. 
The preceding red rasli usually appears first on the arms, and in 
the neighhorliood oi' the groin. The fauces are apt to be red- 
dened. There may be decided catarrhal symptoms. In the 
course of the aiieceeding four or five days, the papules become 
vesUiles and the vesiclea, in turn, ptisluUs. The eurface of the 
pustule is depressed at the middle — wmKlKaled, Each pustule 
is surrounded by an area of redness, constituting an areola. 
On the eighth or ninth day the pustules rupture and discharge 
their contents, and the lemperatwe again rues (secondary or 
pyemic fever). (Fig. 13.) Secondary fever is sometimes an- 
nounced by rigor, and its temperature-course is remittent. The 
evening temperature reaches from lOiP to 105^ F. The period 
of maturation and discharge lasts from three to five days, nlien 
crusts form and the temperature declines ; in the course of a 
week the scabs fell off, leaving red cicatrices, which in the 
course of time become whiter and contracted, leaving "pits," 

Ulceration of the larynx and trachea, bronchitis, pneumonia 
or pleurisy may complktUe variola. Secondary intlammations are 
most likely to occur coincidentty with the secondary fever. The 
eye frequently suffers permanent injury as theresult of an attack 
of smallpox. The peri/>d of iuaihalion of variola is about twelve_ 

What are the varieties of Bmallpox ? 

Smallpox may be simple or disiynU, coiiflitefd or ft 
it may osanrae a iii'iliynaiU character. 

What are the charaoteriBtioB of discrete smallpox ? 

Viaerele miMUpox is the mildest type of smallpox ; the erup-' 
tion is least profuse, the pustules occun'iug isolated. Sometimes 
the pustules are in contact at their periphery, when the disease 
is said to be mkerenl. 

What are the characteristics of confluent smallpox T 

In coiijlueiit miiailjinXf tlii' pustules aro nunierims and run into 
oDe another. The tcmjK'ratnre fails to derlin(: with the appear- 
ance of the eruption and is apt to be decidedly high during the 
period of maturation. The gravity of the case ia greater than 
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in discrete smallpox. Typhoid symptoms, delirium, stupor and 
fetal coma may develop ; or death may be brought about by 
diarrhea, ulceration of the larynx or trachea, endocarditis or 
other complication. 

What are the characteristics of hemorrhagic variola? 

In hemfyrrhagic variola the exanthem is from the first consti- 
tuted of ecchymoses, while hemorrhages may take place from 
any of the mucous membranes. This is the gravest form. Few 
cases recover. 

What is malignant smallpox? 

The epithet malignant is sometimes applied to a variety of 
smallpox, most frequently encountered at the beginning of an 
epidemic, in which death may occur early in stupor, following 
delirium, the eruption being ill-defined and perhaps only devel- 
oped post-wmtem. 

What is varioloid ? 

Varioloid is smallpox modified by vaccination or by a previ- 
ous attack of smallpox. The symptoms of the disease are similar 
to those of smallpox, but milder in degree and shorter in dura- 
tion ; secondary fever is absent. The eruption of varioloid com- 
monly appears on the second or third day ; that of variola on the 
fourth day. The course of varioloid is completed in about four- 
teen days ; that of variola in about twenty-one days. 

What is vaccination ? 

Vaccination consists in the introduction of the virus of cow- 
pock' into the lymphatic system of man, usually through the skin 
denuded of its epithelium, as a protection against variola. The 
protective infiuence continues for a period of about seven years, 
at the end of which time vaccination should be repeated. 

1 What is meant by hnmanized vims 1 

Humanized virus is vacciue-lymph that is not taken directly from the 
cow (or calf), but from the vaccine- pustule of a human being, usually a 
child, who may have been inoculated with matter obtained from another 
child, or from the cow. Unless one is sure as to the purity of the ante- 
cedents of the source of the humanized virus, bovine virus is to be pre- 
ferred. 
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What is vaccinia ? 

Vacdiiia is the rosnll of the inoculation of conpock in huma^ 
beings, and is protective against smallpox. For two or three 
days following vacoi nation, little is to bo observed, locally or 
constitutionally. At the end of this time, the site of inoculation 
presents an appearance of slight redness, which in the next few 
days becomes intensified, as a vesicle forms and tieconies trans- 
formed into a pustule, umbilicated and surrounded by a distinct 
areola. This process goes on for four or five days, wlien tlie pus- 
tule ruptures and the intensity of the inflammation gradually 
subsides. In the course of a week or ten days, the crust falls 
off and leaves a reddish cicatrix, wliicli subsequently becomes 
wbite and depressed. 
How does smallpox differ from measles? 

The eruption of uieiiales is coarsely papular throughout, with 
a tendency to crescentic arrangement, and is followed by branny 
desquamation ; that of smallpox is irregular in arrangement 
and passes from the papular into a vesicular and then into a 
pustular stage, sometimes leaving disfiguring cicatrices. In 
measles, after a preoUma dedtne in tempentluTe, the appettrance (f 
the entptian is attendtd leiih renewed tltvotkm ; in smallpox, t/ie tem- 
pemture declines mth Ow ap})earance of Ike rash and reascends with 
the occurrence of pustulatioa. Smallpox is a grave disease, 
lasting three weeks ; measles is a mild disease, lasting loss than 
two weeks. 
How are variola and scarlatina to be differentiated 1 

Smallpox may be attended with a primai-y, difliise red rash, 
not unlike that of scarlatina, but, at the end of three or four 
days, papules appear, in turn to be succeeded by vesicles and 
pustules, Anally leaving disfiguring cicatrices. With the ap- 
pearance of the secondary rash, the temperature declines. The 
eruption of scarlatina undergoes no change and terminates in 
desquamation. Tlio temperature is high from the outset and is 
oontinnous. Variola is not characterized by the same rapidity 
of pulse or by the typical " strawberry tongue" of scarlatina, 
Uncomplieiited scarlatina is a disease of less than two weeks' 
duration ; variola rarely lasta less than three. 
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Varicella— Chickenpox. 

Wliat are the characteristics of varicella? 

Varicella or diickenpox is a mild, contagious disease of child- 
hood, attended with moderate elevation of temperature and the 
appearance on the first or second day of an eruption of papules, 
which in turn become transformed into vesicles. The eruption 
appears on the trunk and extremities, on the scalp and face. It 
comes out in crops and continues for three or four days, the 
vesicles desiccating and falling off, occasionally leaving cicatrices. 

How does varicella differ from smallpox ? 

Varicella is a mild disease ; variola a grave disease. The erup- 
tion of smallpox appears on the third or fourth day and passes 
through papular and vesicular stages to become pustular ; that 
of varicella appears on the first or second day and does not pass 
beyond a vesicular stage. The appearance of the eruption in 
smallpox is attended with a fall in the temperature ; in varicella, 
the temperature, rarely high, is uninfluenced by the appearance 
of the rash. Varicella is a disease of scarcely a week ; small- 
pox is a disease of three weeks. Neither is protective against 
the other. 

How are varicella and varioloid to be differentiated? 

There may be a close similarity between the manifestations 
of varicella and those of varioloid. Varicella is rare in adults 
because of the immunity conferred by an attack in childhood. 
Varioloid does not respect age ; it is likely to appear in the course 
of an epidemic of variola in those that have been protected by 
vaccination. Varicella is the milder affection, and is of the 
shorter duration. Varioloid is but an attenuation and abbrevia- 
tion of variola. Both varicella and varioloid are contagious. 
The existence of parallel cases may be decisive in diagnosis. 
An attack of' the one does not protect against invasion by the 
other. 

How are varicella and morbilli to be differentiated ? 

The eruption of measles is coarsely papular ; it appears on the 
third or fourth day and displays a special proclivity to invade 
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the face, with a teDdency to crescentic arrange loeot. The erup- 
tion of chickeDpox is at first papular and subsequently vesicular ; 
it appears on the lirst or necond day and is ralher leee than 
more abundant on the face than on the trunk. The catarrhal 
aymptooiB of measles are wanting in varicella. The temi>era- 
ture-course is not character! a tiu iu varicella, as it is in mea^ilee. 



Erysipelas. 
What are the symptomE of erysipelae t 

Ei-i/sipelas is an aftute, iufeclious disease, selling in suddenly 
with a clUU, Bonietinies with nausea and vomiting, or with con- 
vulsions, followed by considerable ekvalion of temperattcre, and 
the appearance, usually at some part of the foce, and in most 
instances near one or other ear, of an area of red, brawni/ indui-a- 
ticm. The redness progressively increases in extent, is definilely 
ctrcuntscriiied by an elevated line of demarkatioD, and is attended 
with swelling. 

The appetite is impaired. The tongae is coated. 

The urine is usually albureiinous, and often contains tube-casts. 

There is often some soreness of the throat, and in some cases 
the disease may extend through the nasal passages into the 
pharynx and larynx, causing grave complications, and, jierhaps, 
fatal edema. Bumctiiues the disease begins in the throat. 

Involvement of a cerebral sinus may occur, giving rise to 
severe symptoms and eventually causing death. 

"Usually, iu the course of a week o 
swelling subside, desquamation set 
gradually reaches the normal. 

In some cases, the disease displays a migralury tendency, 
[etyitipelas migrang], continuing for a long period of time, and in 
turn appearing at various parts of the body. In children, ery- 
sipelas sometimes appears first iu the neighborhood of the uvuf. 
The disease often attacks vxniiuts. 

What are the differential ftrntores between eryupelas and 
BOarlatinaY 

Scarlatina is especially a disease of childhood. Krysipejas is 
more common in adults tlimt in children. 
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The temperature ie high ia both, but the rnpldity of the puis? 

eharacterisLic of ecnrlatina. 
The rash of erysipelas ia druuiubcribed iu extent, limited in 
Ikrca, faomogeneous in color ; it usually appeal's upou the face, 
rBiid presents a peculiar brawny induration, with well-defined 
borders ; while the eruption of scarlatina is extensive in distri- 
bution and punctate in character. 
An attack of scarlatina confers immunity from subsequent 
_ attacks ; one attack of erysipelas rather predisposes to the oc- 
e of subsequent attacks. 
Of the two, scarlet fever is the longer in duration, 

^ Sow does erysipelas differ &om simple erythema ? 

Simple erythema presents a diB'use redness, of transitory char- 
acter, without febrile concomitauts or aequelie. 

Erysipelas is a serious affection, with considemble elevation 
of temperature and characteristic rapidity of pulse. It lasts a 
week or more, is followed by desquamation, and is intimately 
related with nephritis. 

How Rre facial erysipelas and bcrpes zoster of the forehead and 
face to be differentiated ? 

Facial erysipelas and herpes zoster of the forehead and face 
present a number of symptoms in common. That which dis- 
tinguishes the latter, however, is that the eruption begins ns a 
number of vesicles and does not extend beyond the middle line. 
The pain is much greater in herpes than in erysipelas. The 
constitutional symptoms are more profound in erysipelas than 
in herpes. 

How are variola and erysipelas to be differentiated t 

When variola is attended with a primary roseola, the disease 
may, for several days, simulate erysipelas. The redness of 
erysipelas, however, is diatiuetly circumscribed, although it may 
slowly spread, and is attended with brawny induration, while 
that of smallpox rapidly spreads from the face to the trunk and 
extremities. On the third or fourth day, if tlie disease Is 
variola, papules appear, propressively passing through the 
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stages of vesicles and pustules. The eruption of erysipelas un- 
dergoes little ehange, unless large blubs fomi, until on about the 
fifth or seventli dny, wheu it may subside with desquamation. 



Dengue. 



What are the gymptomB of dengue or 'i break-bone fever t " 

Ufngue is au exunthenintouB and arthritic disease of liot 
climates, occurring in epidemics, and having a period of incu- 
bHtion of about four days. It is characterized by severe pains in 
the muaciea and joints, wliich maybe stiff and swollen. The 
knees are especially prone to be aflected, so that the gait pre- 
sents a peculiar character. The disease may be gradual in 
otiset, with anorexia, head»che, vertigo, drowsiness, or it may 
set in suddenly with a chill, moderate elevntion of temperature 
and the appearance of an erythematous rash. There are stifTneKS 
of the neck and pain along the spine and in the lumbar region. 
The/ever reaches its acme within twenty-four hours. The teni- 
peraliire fluctuates, rising and falling, but in the course of two 
or three days subsides nearly or quite to the noi'inal ; the ci'up- 
tion disappears, though constitutional depression and more or 
less pain continue. As a rule, nausea and vomiting do not 
occur at this stage, though the tongue may be heavily coated, 
and there may be other aymptoma of gastric irritability. 

After an intermittence of from forty-eight to seventy-two hours 
or more, the fever returns and a new eruption appears, as a rule 
resembling the eruption of scarlatina, ^^ometinies the eruption 
is more like that of measles, or it may be urlicnrious nr ves- 
icular. It is attended with heat and itching. Kausea and 
vomiting are usually manifested with this renewal of the fever. 

In the course nf a few days, desquamation occurs; oonva- 
lesoencc sets in, but is tnrdy and protracted; there is weak- 
ness and more or less rheumatoid muscular pain ; lymphatic 
swellings in the neck, groin or aKilla often appear during the 
febrile period or during convalescence. When the disease 
invades a community, few escape. 
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How does dengue differ from scarlatina with arthritic mani- 
ftstations? 

In dengue the fever is not continuous and pursues a course 
different from that of scarlatina ; the arthritic symptoms are of 
earlier occurrence, and the pain is of a characteristic nature, 
giving the name " break-bone" fever. The eruption develops 
much later, and is sometimes quite different in appearance from 
that of scarlatina. The erythematous rash of the period of in- 
vasion is slight, inconstant and disappears without desquama- 
tion when the remission or intermission occurs. Throat-symp- 
toms are not common. 

In what respect does dengue differ from influenza ? 

Influenza is the graver disease ; its symptoms are the more 
intense. 

Catarrhal symptoms are frequent in influenza, infrequent in 
dengue. 

Eruptions are exceptional in influenza, the rule in dengue. 

Joint-pains are more decided in dengue. Hyperesthesia of 
the cutaneous surface is more common in influenza. 

The course of dengue is interrupted by a remission. The 
course of influenza is usually though not invariably continuous 
to its termination. 

Influenza is independent of climate. Dengue prevails only in 
certain localities. Convalescence is even more tedious and 
protracted from dengue than from influenza. 

Diphtheria. 

What are the symptoms of diphtheria? 

DiphUieria is an acute, infectious disease affecting children 
especially, but adults as well, and characterized by septic fever 
with superficial coagulation-necrosis of mucous membranes, 
especially of those of the pharynx, larynx and nares. 

The attack may begin insidiously, or set in suddenly with a 
chill, followed by considerable fever. 

Pain in the throat in swallowing may or may not be com- 
plained of. The fauces will be seen to be livid, the tonsils usually 
swollen. 
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Soon, there apiiear, in grejiter or less extent and rapidly 
spread ing over the tonsils, the half-itrches, the uvula aod the 
posterior wall of tlie pharynx, grayish oi yellonish patches of 
falHe mcmbratte, the forcible dDtuchment of which is followed 
by bleeding. There are enlargement of the submaxillary and 
cervical glands and tuniefactioD of the soft tiBSues of the neck, 
externally. 

The cotuitituHonul disturbance becomes profound. Albumin- 
uria is conimou. From the pharynx the inflammation and 
necrosis may extend to the larynx and to the nose, and to the 
difficulty of swallowing are added croupy cough, aphonia, diffi- 
culty of breathing and a nasal discharge. The diphtheritic 
process ia sometimes primary in the nose, and may thus escape 
detection, unless careful examination be made- From the 
larynx the fiilse membrane may invade the trachea and bronchi. 
Pneumonia may occur. The action of tiie lieart becomes weak 
and often interniillcnt, Septicemia, heart-failure and suflbca- 
tiuQ from obstruction of the larynx or bronchi are the conmion 
causes of death, 

Thefalalily of the disease varies in different epidemics. Even 
in times of grave epidemics, there are many mild cases that 
become foci of infection, (JhrmiK. diphtheria of the throat is not 
so rare as it ia commonly considered to be and ia likewise a 
focus of infection. Paralysis from peripheral neuritis or cere- 
bral thrombosis may be a xe^uef. 

The palsy of diphtheria may appear in the course of the dis- 
ease, but it is more conmion after the acute atUick is at an end. 
Adults are rather more prone to suffer than children. The 
most common manifestations are purali/nis i^ IhepatuU, permit- 
ting regurgitation of fluids and giving rise to naa»l speech; 
paralysis ff the ciliary muscle (cycloplegia), causing loss of |jower 
of accommodation; loss of hKC-jerks. There may bo more 
general palsy, with deranged sensation, ataxia and trophic 

How are diphtheria and acarlatina to be differentiated t 

At the onset, the diseases may be indistinguishable. Both 
present the evidences of const! tutional disturtmnce, with local- 




DIPHTHERIA. 

Klzed throat-Bymptoms. Possibly, Lho pulse maybe relatively 

■ more rapid Iq scarlaLina than in diphtheria. In ftom twenty- 
■fbur to thirty-eix hours, however, the appearance of a scarlet 

a well as the subsequent course of the dieease, dispels 
f all doubt. 

In diphtheria, the symptomB eentraliae themselves about the 

■ throat ; in soarlatiua the throat disturbance represents but a 
■|mrt of the general derangement. The paralyses commonly 
' «eeu after diphtheria are rare after scarlatina. More common 

during the course of scarlet fever or subsequently are suppu- 
rative ear-disease, nephritis and glandular enlargement. 
Diphtheria and scarlatina may coexist in the same patient. 

How ifl tonslllitii to be distin^ished from diphtheria? 

Deposits ou the tonsil may appear diphlherilic. They show 
little or no tendency to spread, however. Extension is ciianic- 
Lteristic of the diphtheritic membrane. In lacunal tonsillitis, 
Kthe discreteness of the plugs and their situation at the oriRces 
r of the ducts are characteristic, auit their creamy color is dilTer- 
eot from that of the diphtheritic pseudomembrane. Microsco- 
pically, they will be seen to be made up of desquamated epi- 
thelium, of sebaceous material and of ordiuary fungi. The 
diphtheritic meinbraue is constituted of meshes of fibrin con- 
taiuing necrotic tissue. In herpetic tonsillitis the eruption first 
appears as papules that soon become vesicles ; but it is rarely 
seen at this stage ; when ulcers and libriuous deposits form and 
ttueut, the discrimination is difficult. Still, the her- 
itic patch is quite superficial, and moi-e readily detached, leav- 
less erosion and causing less hemorrhage in its seiiaraiion 
than does the diphtheritic patch. The former is usually the less 
extensive, and here and there, perhaps, the circular form of an 
isolated ulcer may give evidence of its origin. If necessary, 
inoculation-experiments and bacteriologic iuvestigation may 
also help to discriminate. The constitutional symptoms of ton- 
sillitis are less profound than those of diphtheria ; local subjcc- 
Uve symptoms, such as soreness, odynphagia and burning, arc 
nsually the more intense in tonsillitis, which h not, as a rule, 
Allowed by paralysis of tlie palate. Albuminuria is not usual. 
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How is membraiiDus croup to lie distinguished &om diph- 
theria? 

ITnlil the pliysician acquires BUfficient experience to warrant 
a personal opinioii, he had best consider all cases of membran- 
ous croup diphtheritic. The distrimination ih difficult and 
disputed. 

How are diphtheria and stomatitis to be differentiated t 

The deposits in stomatitis are seated upou tlie mucous surface 
of the liiM and cheeks and upon the tongue, while the mem- 
brane of diphtheria is usually scaled iu the pharynx, from 
which, as a center, it ia dislriliuted. The constitutional 
derangement is not as profound in stomatitis as in diphtheria. 
Stomatitis readily yields to mild general and local measures, 
while diphtheria is more reliellious to treatment. The fiitaHty 
and the severe sequelie of diphtheria are wanting in stomatitis. 



Glanders — Farcy —Equinia. 

What are the clinical features of glanders 1 

QJandcre, fiiroy or eqinnia is an infectious disease, especially 
peculiar to horses, asses, and mules, from which it is triiue- 
mitted to man through ahrasions of the skin and through the 
mucous surfaces of those that come in contact with the diseased 
animals. 

The site of inoculation displays evidence of active inflamma- 
tion ; especially ia this marked in the nasal passages. There nrc 
also malaise, headache, elevation of temperature and pains in 
the limbs ; the urine may be albuminous. Soon there appears 
a macular eruption, which becomes vesicular, then pustular 
and finally umbilicatod. The pustules may rupture and leave 
ugly ulcers. Iu addition, nodules form beneath the skin ; these 
also soften and may rupture, discharging sanious pus and de- 
tritus. Another cliaracteris tic symptom of glanders is ozena. 
There is at Orst a moderate, thin discharge from the nostrils, 
soon, however, becoming profuse and purulent. The mueous 
membrane of the nares and contiguous structures is involved 
in Intense inllammation and may become ulcerated. Catarrhal 
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F 

^^B paeiimoaia and pucukiit nrtlirilis ari3 occamnal complicatiuue. 
^H Glantlcrs may be li'ansiuittml from man lo the luwer aoiiuab by 
iuoculuLiou. 

How are glanders and variola to be di^rentiated^ 

»Iii gjauderfe, lliere may be a bistory with Lhc local evidences 
of iDOCtilalJuD vritti the spcciUu virus of t)ie disease. Tiic 
eruption of variola does not appear uulil the third or fourth 
day ; with ite appearaace the temperature falls. The truptioa 
of glanders may appear within the Urst twenty-four or forty- 
eight hours of the disease ; it reaches a pustular stage much 
earlier than that of variola ; there ia no decline of temperature 
with its appearance, Tbe eczema and the subcutaneous nodules 
e wantini' iu variola. 



How aie the ozena of glanders and that of syphilitic diaeaae to 

be differentiated ? 

Ozena is dependent upon destruction of tlie nasal structures 

and putrefoctive decomposition of the secretions. It is thus not 

distinctive of a single disease. Occurring in syphilis, it is a late 

f manifestation, and probably has been preceded by well-defined 

Iflymptoms. As seen in glanders, it occurs at the height of the 

d is associated with a pustular eruption and the 

l«teseuce of nodules beneath the skin. The mode of infection 

" &r8 in tbe two diseases. 



Anthrax — ^Wool-sorters' DiBease. 

I What are the clinical features of anthrax 1 

Anllirax, wiml-forlers' disease, chnrbon, malijiiant jn*,^(w!e or 
p?enic /eoer is an infectious disease, due to inoculation with the 
uiIluBantbracis(Fig. 14.) It develops in butchers, wool-sorters, 
Ivorkers in hides, stevedores and others that, with cut or wounded 
* or abraded hands, manipulate tbe wool or skins of animals thnt 
liave died of splenic fever or charbon. Tbe infection some- 
times gains entrance through a scratch on the check or an 
abrasion of the iips. In butchers, the tongue is sometimes 
infected from a knife taken between the lecth. In those that 
carry hides upon their shoulders, the neck may be the site of 
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local infection ; these cases are likely to be more than ordiuarily 
daugorous. The disease may apparently result from eating the 
flesh or from drinking the milk of infected animals. 




At the site of inoculation, a pimple appears ; the ekln In TtS 
neighhorhood becomes red and infiltrated ; the papule becomes 
vesicular and pustular, with subsequent gangrene ; other vcBi- 
clca or pustules form and also become gangrenous ; there 
resulta a, characteristic eschar, which presents the appt-arance 
of an clcvatei] patch, consisttng of a zone of low, whitish vesicles 
surrounding a depressed brownish, purplish, or black center, 
with an outer zone of red induration. Beyond this in usually 
a region of swelling and edema of variable extent The 
spleen and the lymphatic glands in communicntion with the 
infected regions enlarge. There is often cousiilerable local 
tenderness. The amstUiitianal si/miiloms are those of septico- 
pyemia : malaise, headache, depression, fever. According to 
the mode of introduction of the poison, or the direction in 
which infection spreads, other manifestations appear. Some- 
times the gastro-intestinal tmct appears to bear the brunt of the 
disease and there are nausea, vomiting, abdominal pains and 
diarrhea, the stools being bloody. Death may take place from 
exhaustion or (tom septicemia. At other times, thoracic symp- 
toms predominate. There arc thcudyspncn, a sense of oppression 
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Bof breathing, hemoptysis and cvanoeis. Death may take place 
Vftom edema of the iaryuK or of the medi»Btinuin. Charae- 
Bteristic bacilli may often be fouud in the blood, pus, Bputatn, 
, or urine. Under proper treatment recovery frequeatly 
I takeB place. 



ActinomycoBiB. 

' What IB actinomycorifl? 

Actinonii/cosis IB a condition dependent upon the presence of 
ray-fungi : aciir(om^i.-es bonis. (Fig. 15.) The disease is more fre- 
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AoUnomyces. (Zlegler.) 



qnsDt in drovera and in those that have to do with cattle, from 
which the parasite, as found in man, ia usually derived. The 
cattle become infected through their food. The fungua gains 
entrance through a breach in continuity of the surface and, Ending 
its way to a suitable nidus, gives rise to the formation of a soro- 
puruleot collection ; this manifests itself as a tumor that usually 
finds vent externatly. In the matter discharged, yellowish mili- 
ary nodules, composed of fungi, can be detected. The lower jaw 
secme to be a favorite seat of the disease, infection taking place 
through decayed teeth ; sometimes extensive destruction of bone 
results, At other times, purulent collections form io internal 

I viscera. When the pleura is infected the ribs may suffer 

< Bererely. 





Foot-and-Mouth Disease, 



What is foot-and-mouth disease? 

t^jot-and-JiKiiUlt dixeiisi: is a riire nffucLioii thiit occurs in Blicep, 
cowH, iiiga and lioraes, and Lliat occitsioually eeemg to be Lraue- 
mitted toman. It manifests ititclf by the appearance of vehicles 
and bullEB in llie moulh and on the feet at tlio margins of Ibe 
hoofs and, in cows, on tlie udder and teats. The disease may 
be transferred directly to iiian hy inoculation— thus to tliu 
butcher or to tlie veterinary surgeon, or it may be conveyed by 
millt. In man, vesicles form in the mouth, on tbe face, on the 
bands and on the feet. In the course of two or three days, 
the vesicles rupture, discharging opaque, yeliowisli fluid, and 
leaving dark-red ulcers. There are also fever, loss of appetite, 
pain in eating, swelling of the tongue, fetor of llie breath, 
salivation and derangement of digestion. In children tbe dis- 
ease may prove fatal. 



Hydatid Disease. 

Wliat is hydatid disease ? 

An hi^datid cjsl is a parasitic formation due lo ingestion of 
the ova of the tenia erhiiiococciis, the tape- worm of dogs, in wbich 
it is derived from Ihe flesh of sheep, or pigs, or leas frequently, 
kine, suffering froni hydatid dtacaae. 

When tbe tivum enters the stoniach of man, its o)|)sulc is 
dissolved, and the Iniinatiii-e enihryo or scoles (Fig. 16) is set 
free to continue its migrations. Arriving at its destinalion, 
the irritation to which it gives rise results in tbe formaliim of 
a membranous envelop, in vrhich the parasite continues its de- 
velopment. This capsule, and its contents together constitute 
an hydatid rysl. An hydatid cyst contains within tbe capsule, a 
vesicle or mother-sac, consisting of concentiic layers ofagelnthi- 
ons material, inclosing the embryo and more or less fluid. 
The fluid is clear, opalescent, and faintly alkaline. IVilbin 
this develop other similar sacs, so-called daughter- vesicles, and 



within these agaEc, grandilaugbter- vesicles ; the motber-sac 
and its investing membrane continue to enlarge, if in a fevop- 
able situation, until ultimately the cyst attainB an enorm 

Multiple cysts may form. The daughter- vesicles contain 




Ili and bniks (After Hi^lkr.) 

uinating layer thjit produces new scolites. These con- 
' sist of a head, four sucXprs and a low of hooklels. The dis- 
covery of the hnoklets (Fig 10) m fluid removed From the cyst 
is diagnostic. Sterile ecAfwiCocri or lux^ialnnjuts do not produc 
[ scolicea. 

Hydatids may clevelcp in various viscera, hut are most con 
mon in the liver. 



TrichiniEBiB. 

What ia triduni&sis ? 

TrirJiminais is a disease set up by the trichinn spmilis{V\^. 
IT], a small roundworm that finds iia way into the intestine with 
meat obtained from diseased swine. 

In the intestine the mature female throws off embryos, which 
pass through the walls of the intestine and into the blood-c 
rent, Rnding their way into the voluntary muscles in different 
parts of the body. Here the embryos occasLou irrilalion and 
inflammation, so that about each a eaiisule forms in which 
lime-salts are in time deposited ; in this way the death of the 
embryo may be brought about. 




ESBENTIALS OF DIAQHOSIB. 

WMt are the symptoms of trichiniuiB ? 

Tbe symptoms of Irichiuiasis present 
themselves in three stages. In tbe ^rst, 
which lasts about a week, the trichinfe are 
undergoing development in the ahmeiitary 
canal, as a result of which tbe symptoms of 
gastro-inteRtiDal derangement appear. lu 
the second sl<u/e, lasting two or three 
weeks, the embryos pass from the intestine 
into the muscular tissue. Finally, retro- 
gressive changes take place in and around 
the trichinae encapsulated in the muscles. 

In the first glaye, the appetite is im- 
paired ; the tongue is coated, the breath 
is fuul ; there are malaise, nausea, a bad 
taste, diarrhea, abdomiual paia and slight 

In the second sUuje, there is edema, ap- 
parent in the face and sometimes extending 
downwards ; there are also pains in the 
muscles, which are swollen ; defects of the 
ocular muscles and of acconmiodation some- 
times appear ; the senses and various func- 
tions may be affected ; sleep is disturbed 
Ke'iuiii"'-'", MuBcitsTri- "ud there is moderate fever. The muscles 
cLiuB. IV. Jiik6.^ii I are sensitive to touch, which may detect 
the minute nodules. Death may result from 
exhaustion, pneumonia or ulceration of the bowel. In favora- 
i, the symptoms gradually subside anil the [latient enters 
upon the third gbtge of the disease. Active symptoms are now 
in abeyance, but there may be some stiffness of the muscles, 
while nodules in the muscles may be detectable. 

Ultimately, however, the patient may be restoi-ed to a fair 
degree of health. 
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ACUTE BHBOMATISM — KHEUMATIC FEVER. 



Acute Bheumatism — Rheumatic Fever. 



What are the symptoms of acate Theumatism ! 

Aade rliewnatisin or riteumalic fet'tr usually follows ex- 
posure to colJ. Au almost identical coudillou is souietimeit 
observed in the course of puerperal fever aud as a sequel of 
scarlatina. It is thought to be ilepeuiient upon the presence 
of lactic acid iu the blood. Oue of the larger jofiifa becomes 
painfull, enlarged, hot and reddened. It is evidently iuHamcd ; 

. BODietimes the presence of fluid can be detected. Soon, another 
joint, probably the corresponding joint on the opposite side, or 

I the Dcxt contiguous joint, becomes similarly involved ; and iu 
this way the process may extend, until most or all of the large 
joiuta are iu turn attacked. On account of the pain, the patient 

I is immovably helpless. From the surface of the body exudes 
an acid sweat. The taiqiemture ordiuarily ranges from 102^ F. 
to 104° F., rising with each fresh access of joint-symptoms, and 
declining gradually with the termination of the <lisease. The 
pulse is disproportionately frequent ; it may be full and bound- 

. ing. The wine is scanty, high-colored, and quite acid ; it may 

I contain a trace of albumin. 

In many cases, to the articular manifestations end^icardUli is 
added, as a result of which permanent valvular lesions may be 
established. Among other eoTuplications are inflammations of 
the pericardium, the pleura, the peritoneum, the kidney and, 
though rarely, the corebro-spinal meninges. As a rule, delirium 

I is due to the toxemia aud not to meningitis. 

Somelimes the temperature rises even to hff/erpi/rfxia, and 
there are decided cerebral symptoras— delirium, convulsions, 
;oma, death. 
Untreated, the duration of acute rheumatism is about six 

I weeks; sometiraes much longer. Belapses are not uncommon. 
An attack predisposes to subsequent attacks. 

Purpura is sometimes seen in the course of rheumatism ; 
sometimes tuberculated cutaneous noJuIea. 

In some oases of rheumatism, hereditary influences can be 
traced. Some authorities consider the disease a dyacrasia, others 
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a neurosis. There appfiare to be au in dcfl liable, yet close relatiou 
Ijetween acute rheumatism and chorea. 

Articular rheumatism not uncommonly accompanies, pre- 
cedes or follows acute tonsillitis. In such cases, pericarditis and 
endocarditis may sometimes be detected if carefully searched 
for. 

How are pyemia and acate rheamatlBm to be differentiated ? 

Both pyemia and acute rheumatism occasion uillii'itis, sweats, 
cardiac complications and cerehral symptoms. Periodicity and 
rigors, as well as metastatic invasion of internal structures re- 
mote from the primary seat of disease, which are common in 
pyemia, arc wanting in rheumatism. The constitutionai de- 
pression is more profound in pyemia than in rheumatism. In 
one, an ohvious or ohscure focus of suppuration exists ; in the 
other, there is a histoiy of rather abrupt onset foUowing ex- 
posure to cold or wet. 

How are acute synovitiB and acute rheumatiBni to be differ- 
entiated 1 

Acute synovitis usually involves but a single joint; it is 
characteristic of acute rheumatism to progressively attack 
many joints. The constitutional phenomena are more profound 
in acute rheumatism than in acute synovitis. 

The peculiar, acid sweats, us well as the cardiac complications 
of rhcurantieni are not seen in synovitis. 

In duration, synovitis is the shorter disease. 



Gonorrheal Synovitis, 

What is gonorrheal synovitiB ? 

Occasionally, in the course of an attack of gonorrhea, a large 
joint— and usually but one joint, such as the kuce, the elbow, 
the wrist, the ankle or the shoulder, becomes tumid, painful, 
tender and hot, and the adjacent textures may bo edematous. 
The urethral discharge often ceases with the appearance of the 
synovitis. In successive attacks of gonorrhea, different joints 
may bo involved. Permanent stimiuss and imimirt'd nmliility 
constitute a common sequel. Cardiac complications have lieen 
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SDBAOnTE RHECUATIBM. 

I ebeerred in eome cases of goDDirhQiil synovitis. The diagnosiB 
I depeade upon a knowledge of tlie existence of a specific ure- 
I thritis. Sometimes, the coutBe of Ihe temperature is suggestive 
I of a pyemic or of a septic condition. 

Syphilitic Arthritis. 

Wliat iB ayphUitie arthritii ? 

Every now and theu, in the course of syphilis, one or more 
joints become involved in indammatiou, witli all of the character- 
istics of an arthritis. The discrimination of the conditioo de- 
pends upon a recognition of its association with syphilis. As a 
rule, cardiac complications are wanting in eypliilis, and the 
arthritis is more strictly limited to one, or at most, two joints, 
the migratory tendency of acute articular rheumatism being 
absent. 

Subacute Rheumatism, 

Wbat ia subacute rheamatiBm 1 

At times, as a result of exposure to cold and wet, muscular 
movement becomes painful, in consequence of a rheumatic in- 
volvement of the muscle -shea tl IS. The patient sometimes mis- 
takes for paralytic weakness the restraint of motion by pain. 
The pain ia also in some degree siioutaneous and influenced by 
meteorologic conditions. Affecting the muscles of the lumbar 
region, the condition is termed himbtign. Aflecting the muscles 
•if the neck it may give rise to tortiiyjllis or tcry-jiccl.: 

How are subacute rbenmatism and neuralgia to be di^r- 
entiatedt 
Both subacute rheumatism and neuralgia occur in paroxysms, 
superinduced by suitable meteorologic conditions. Kheumatism 
is more common in men ; neuralgia in women. The pain 
of the foiiner ia ratber dull and diffused ; that of the latter 
sharp and confined to the distribution of an affected nerve, in 
the course of whicli may be found several tender points. Rheu- 
matic pain more commonly than neuralgic pain is aggravated 
by movement. 
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How are Bnbacnte rbeumatiBin and trichiniasis to be differen- 
tiated^ 

In trichiniasis, in adJilion to Bymptoma simulating those of 
subacute rheuioatiBra, there are evidences of a cachexia, wasting, 
ilebility and symptoms of gastro-intcstiiial derangement, with 
a, history of tlie ingestion of diseased meat. At an advanced 
stage of the disease, it may be possible to detect the nodules to 
which the encapsulated parasites ^ve rise. 



BEyalgia. 

What Ib myalgia? 

As a. result of muscular strain, groups of muscles become 
painful to touch and ou movement, in association with some 
degree of cutaneous hyperesthesia. 



Chronic Eheumatiam. 

What are the symptoniB of ehronic rheninatiBtii ? 

As a result of an attack or of repeated attacks of acute 
rheumatism, numerous Joints in different parts of the body 
remain enlarged, stiff and painful. Sometimes the condition 
is insidious, progressive and chronic from the outset. How- 
ever produced, tlie ftmctions of the various joints are impaired ; 
attacks of pain occur and are apparently influenced by meteor- 
ologic conditions. Wasting of the muscular structures adja- 
cent to the diseased joints takes place. 

Chronic rheumatism mayaffcct both Joints and mnsclea, or the 
muscle -sheaths or tendons on)y (miigetdar rheimiatiain) , or it may 
attack the nerve-sheaths (rluumalie T\eur(ilgia), The principal 
symptoms of muiwuUr and of nerve-rheumatism are pain, spon- 
taneous and ou motion, with accompanying tenderness, usually 
localized. 

How are the eiilarg:ed jointa of chronio rbeamatism to be dia- 
tii^uished from tiiose of chronic spinal diwase? 

Trophic changes in the large Joints— enlargement, effusion, 
subluxation, arthropathies— take place in the course of some 
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■ chronic Bpioal affectionB, uotably poaterior spinal Bcleroais. As 
|>a rule, but one or a few joiuta are involved, la uhrouit rlieti- 
Itnatiam, mauyjoiotB arc involved. In case ai diaeaije of the 
I- epiuat cord ordinary scrutiny should dotect the existence of 
I eymptoms indicative of such a condition. 

Acute Gout. 

What are the symptoms of acute goat ? 

Acute gout is a recurrent paroxysmal affection thought to be 
dependent upon the presence of nn excess of uric acid in the 
blood. It occurs chielly in tliose of a sedentary or inactive mode 
of life, who indulge excesaivety in the luxuries of the table, more 
especially in meats, sweets, sweet wines and malt liquors. Those 
that have been active iti out-door eports and afterwards, while 
diminishing their exercise, maintain the heavy diet formerly 
appropriate, are extremely liable to gout. The tendency to gout 
is distinctly hereditary, and in some coses of marked gouty di- 
athesis the attacks may occur despite personal abstemiousness. 
L The pnroxi/sm may be brought on by an unusual excess, by a 
E fit of anger, by worry or anxiety or by exhaustion. Ita advent 
r Is aomelinies unanoounceil ; at other times, it is preceded by 
symptoms of indigestion, by mental irritability or depression. 
The attack usually nets in suddenly at night, the patient being 
awakened by intense pain most commonly referred to the meta- 

Ilarso-phalangeal joint of the great toe. There is feva- in pro- 
portion to the intensity of the local affection. The pain mode- 
rates somewhat towards morning, when the patient fiilla into a 
gentle perspiration and is again able to sleep. Towai-ds night 
the pain returns. The joint is now noticed to be tender, red, 
swollen and edematous ; finally desquamation takes place. 
Other joints are successively involved, the morbid process show- 
ing an affinity for the smaller articulations. The attack gradu- 
ally subsides, leaving the affected joints a little stiffened and 
swollen. At the height of the attack the proportion of uric 
acid in the blood is increased, while that excreted in the urine 
is dimiaished. When tlie paroxysm is over the quantity of uric 
acid in the urine is iuereased. In an attack of acute gout, the 
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joint-syniptonis may suddenly suliside, iind gastric, cardiac or 
even cerebro-spina! symptoms be aubstituted. 

Sometimes the attack is manifested from tlie first by visceral 
rather tiian by articular crises. Visceral crises are more likely 
to occur late in the history of the case than early in its couree, 
aud they sometimes prove fatal. 



Chronic Gout. 

Haw are aci]t« rhenmatiBm and acute gont to be differentdated 1 

Gout ia an hereditary aftectioii, oceiirriii^j in paroxysms, in 
ivliich the lii-stmetatarso-plialangeal articulation and olhcr small 
juints are involved. lu acute rheumatism, a history of heredity 
ia frequently wanting ; the large joints are especially involved. 
Tlie duration of an attack of rheumatism is many weeks ; nn 
attack of gout sufisides in the course of a week or two. The 
uratic deposits of gout are wanting in rheumatism. The 
sweats of rheumatism arc absent from gout. Cardiac coraplica- 
lious are common in acute rheumatism ; gout never occasions 
endocarditis, but chronic interstitial nephritis is a common 
sequel. 

What ia chronic gaufi 

In those that have had a number of paroxysms of acute gout, 
or sometimes clironically from the tlrst, deposits of urates take 
place around the diseased joints, in tlie articular cartilages and 
elsewhere, as in the lobe of the car, in the kidneys and in the 
spleen. As a result there is painful thickening of ihe affected 
articulations, which are slitf and finally become deformed. 
Sometimes distinct " chalk-stones" may be felt, and in extreme 
cases these may cause ulceration and appear estemally. Gout 
is a potent cause of arterio-capillary fibrosis. An excess of 
fibrous tissue develops in the viscera and in the walls of tlie blood- 
vessels, with secondary contraction. Chronic interstitial ne- 
phritis is a common sequel. 

Lead-poiaoimuj may give rise to lesions exactly resembling 
those of clivonic or of subacute gout 
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Lithemia. 

I That are the clinical features of lithemia T 

Lithemia is modified gout— a manifestation of the uric-acid 
diathesie. It is caused by defective oxidation witltia tho body 
and is dependent upon impccfect tiBsue-metabolism. 

Lithemia manifests itself by varied syrnptOQia, among which 
nre sallowness or abnormal redness of complexion, impaired or 
perverted appetite, a metallic taste, deranged digestion, consti- 
pation, headache, vertigo, irritability of temper, a tendency to 
melancholia, abnormal drowsiness or sleeplessnees, palpitation 
of the heart, irritative cough, disturbances of vision, noises in 
the ears, anomalous cutaneous eruptions, transient localized 
edema, and cramps in the calves of the legs. Micturition, i8 fre- 
quent and burning, the un'ne usually beiog diminished in quan- 
tity and containing an excess of uric acid and urates ; phosphate^ 
and calcium oxalate arc likewise frequently in excess ; in cases 
attended witli paroxysmal flushing re)! blood-corpuscles and al- 
bumin are occasionally found ; sometimes a small number of 
tube-casts. Chronic catarrhal heiiatitis and functional inac- 
tivity of the liver are frequently — perhaps causally— associated 
with lithemia. Fibrous degeneration of the kidneys and of 
the walls of the smaller arteries, with cardiac hypertrophy, may 
be an ultimate sequel. 

Tot what affections may lithemia be mistaken! 

Unless in a given case one bears in mind the possibility of the 
existence of lithemia, and is on tho alert for its detection, the 
condition may tie mistaken for almost any functional disorder, 

even for serious organic disease of the heart, brain, stomach, 

itestiue, or other organ. 

The discrimination depends partly upon the exclusion of vis- 
ceral lesions, and partly upon the results of urinalysis : the 
finding of an excess of urates or free uric acid pointing to the 
existence of lithemia. An hereditary tendency to gout or rheu- 
matism, or the existence of gout, rheumatism, or diabetes in 
other members of the patient's family, or the fact that llie 
patient's habits of life are such as arc likely to lead to the de- 
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velopmenl of gout, Bliould direct attention to tlie probability of 
the existnnee of litlieniia. 

It must not be forgotten tliat fibroid cliangeB Id the blood- 
veasela and kidneys are frequent concomitants of the uric-acid 
diathesis. __ 



Bhenmatoid Arthritis— Arthritis DeformaiukS 

Wbat ore tlie clinical featnrea of rheumatoid arthritii 1 

BhcmwUoid arthritis, arthritis (kfomiaiis, often incorrectly 
called rhcuvicUi: gout, is a morbid condition in which destructive 
changes take plaee in many joints of the body, resulting in thick- 
ening, impairment of mobility, deformity and pain. The ar- 
tieular cartilages undei^o softening and absorption ; the ends 
of the boneB become enlarged and sclerotic, while the a]iposed 
surfaces become smooth fi-om mutual pressure ; the subjacent 
bone, however, becomes rarefied and brittle ; lime-Baits are de- 
posited in the remains of the artieular cartilages. A peculiar 
crepitus duo to the apposition of roughened surfaces can often 
be elicited on manipulation of the affected joint. At a later 
stage, eburnation takes place, and the apposed bony surfaces 
slide over one another with abnormal facility. 

The disease manifests a tendency to symnietrical involvement. 
When the hands arc involved, a peculiar deformity results — the 
fingers being deflected towards the ulnar side. Occasionally, 
hard fibrous nodules arefound in the muscles at a short distance 
from the affected joints. 

The onset of the disease is usually insidious; occasionally it is 
acute and attended with febrile symptoms, with pain, with 
swelling and with redness of the affected joints. 

Arthritis deformans occurs in those exposed to unfavorable 
hygienic influences, in the weak and ill-fed, in those exhausted 
by frequent childbcaring, by prolonged lactation, by grief or by 
anxiety. 

The disease is not directly fatal. It occasions no cardiac com- 
plication. When the larger joints (esjiecially the hip, knees and 
elbowBj are involved there often i-esults decided vniscuktr atrophy. 
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!Hoir lire chronio rheamadBm and rheumatoid arthritiB to b 



In rheuiuatlsru, the larger joints of the body are eepeclally in- 
volved^ rheumatoid arthritis involves the smaller joints as well. 
The deformity of rheumatism is essentially dependent upon a 
hyperplasia of the fibrous structures that enter into the forma- 
tion of the artioulatiou ; the joint- lesions of rheumatoid arthritis 
are partly destructive in uharacter and occasion peculiar de- 
formities of the hands and feet, while irregular exostoses form 
on the articular extremities of the bones. The tendency to 
symmetrical invasion is more conspicuous iu rheumatoid arthritis 
than in chronic rheumatism. The latter is usually a disease of 
advanced life ; the former may appear in early adult life. 

How are gout and rheumatoid arthritiB to be differentiated? 

Rheumatoid arLhritis lacks the paroxysmal character of gout. 
Unlike gout, it is observed iu the underfed rather than in the 
overfed. In rheumatoid arthritis the deposits of uric acid and 
of urates in various structures, characteristic of gout, are waut- 

iing. Gout never presents the peculiar deformities of the hands 
and feet seen in rheumatoid arthrilis. The latter does not lead 
to the fibroid condition of the kidDeye, heart and vessels to which 
gout gives rise. 



TEE BLOOD. 






What are the methods of Btndying the (xmstitntion of the blood? 

For purpoRCB of diagnosis especially, the blood is frequently 
examined as to its cnrpiismilar riehncss, as to the projioi-tion of 
Junuiglabin it contains, and as to the presence of aiinonnal 



The<»rpMscw&irj-irftjwssof theMood is determined by means of 
an instrument called a liariixyUrmeter or bloodrixll rounler, whieh 
consists of a shallow cell of known capacity, mounted on a glass 
slide, in microscopic divisions of which the numbers of red and 
white hlood-corpusclcs contained in a centesimal dilution of 
blood are respectively counted. In healthy men, the blood 



contaioa alwut Sve million red corpueclcs to tbe L'ubic milli- 
meter ; in women, about four and a half millions. Tbe number 
of white cells is held not to permanently exceed under normal 
conditioBB, 10,000 per cubic millimeter. Tbe nonnal ratio of 
white cells to red cells varies between 1 ; 400 and 1 : 800. 

The propfrrtion of hemoglobin in the blood is determined by 
comparing tlie color of the diluted blood with a standard, called 
a hentoglobinomeler, the result being expressed in percentages. 

The percentage of hemoglobin is sonietimes spoken of as ab- 
solute or tofati ; sometimes as reZctttVG. By the term vbsohtte per- 
centage is meant the comparative richness in hemoglobin of tbe 
whole volume of blood, as shown by the direct rending of the 
hemoglobinonieter scale. By relative percaUage is meant the 
relation or ratio of the absolute hemoglobin percentage to the 
percentage of red corpuscles. Thus, if in a given case, the 
number of red corpuscles to the cubic millimeter is estimated at 
3,000,000, or 60 ?6 (5,000,000 being taken as the standard or 100 
per cent.), and the hemiglobinometer reading is 34 per cent,, the 
latter figure (54^) would represent the absolute hemoglobin per- 
centage, while the relative hemoglobin percentage would be gj 
or 90 per cent. 

Deficiency of blood is known as an«nia or oligemia ; deficiency 
of corpuscles, as oligocytkemia, ; deficiency of hemoglobin, as oligo- 
chromemia; deficiency in solid constitueuta of the plasma, 
especially albumin, as hydrenaa; temporary excess of white cor- 
puscles, as leukocytosis; persistent excess of wliite corpuscles, 
as leukemia or leukocylliemia. The normal diameter of tbe red 
blood-corpuscle is 7^. Smaller red corpuscles are called mUnih 
cytes; larger, mtgahcytea. Irregularly-shaped red corpuscles are 
called poikilocyUa. Certain white cells that readily absorb tbe 
staining material called eosiu are from this fact tcnned coaitK)- 
phile cells. 

The blood sometimes contains jjarosfles, such as the hematozoa 
of malaria, the spirilla of relapsing fever, the bacilli of anthrax, 
the embryos of filorla sanguinis homiuis, etc. 
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Anemia. 

What are the symptomB of anemia ? 

Simple aneniia may be a result of hemorrhage, of long-con- 
tinued dischai-ges, of syphilis, malaria, fevers and wasting dis- 
eases, of mal-assimilation, of impaired nutrition, of the presence 
of parasites or of poisons in the system. 

The blood is deJuAent in quantity and in quality. The actual 
volume of the circulating fluid, as well as its corpuscular rich- 
ness, is diminished. The number of red cells and the number of 
white cells are less than normal ; so is the absolute quantity of 
hemoglobin^ while the relative proportion per corpuscle may be 
scarcely altered. Some of the red cells are ill-shaped and 
diminutive. 

Anemia long continued gives rise to fatty degeneration of 
various structures, notably of the walls of the bloodvessels, of 
the heart and of other viscera. 

The oomvteTumce and visible mucous membranes are usually 
pale ; though in exceptional instances of great vascularity of the 
face the complexion may be rosy. The eyeball has a bluish tint. 
There are shortness of breath, an undue readiness of fatigue, 
and a disinclination to mental or physical effort. The patient 
complains of neuralgia, of headache, of vertigo and of sleep- 
lessness. The appetite and digestion are impaired ; constipation 
is the rule. The urine is pale and may be of low specific gravity, 
from diminution in urea. Emaciation is not always evident. 
The action of the heart is enfeebled. Palpitation is common. 
The pulse is soft, compressible, and usually small. A soft, blow- 
ing murmur is often to be heard at the base of the heart and 
in the vessels of the neck ; in the arteries less constantly than in 
the veins (venous hum^ " bruit de diabW^), Edema ultimately 
develops and hemorrhages from various surfaces may take place. 

When anemia is associated with enlargement of the spleen it 
is termed splenic anemia. By some authorities splenic anemia 
is considered to be a variety of pseudo-leukemia. In the yellow, 
waxen countenance of its subjects, in its clinical course, which 
is sometimes remittent or intermittent, in its intensity and its 
fatality, the disease closely resembles pernicious anemia. Un- 
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like the latter aflectioii, splenic anemia prefienls a definite vi 
ral lesion, a relative increase of white cells, aud a diminution ilg 
the relative percentage of hemoglobin. 



Chlorosis. 

Wliat are the Bymptoms of chJorona^ 

Clilorosis or i/iroi-sidcness is a depraved condition of tbti^ 
hlood, seen especially at about the time of puberty in j'ouog 
women, with derangement of meiietruation. In addition to 
the symptoniB of simple avimiu, the a/mplexUni and the con- 
junctivae present a yellowish-green hue. The number of red 
corpuscles is not diminished in the same degree as is the per- 
centage of hemogUAin, while the number of kukocyles is not 
appreciably altered. 



Femicious Anemia, B 

What are the BjnnptomB of pernioioos or idiopathic anemia f 

There is a form of anemia in which the impoveriahnient of 
the blood }s marked, and which pursues a piogressive nnd usually 
fatal course. It in more common in women than in men. Jia 
conetanC visceral lesion has been found nssociated with the 
disease. In some instancee, there has l)ecn atrophy of tlie gas- 
tric glands ; in others, disease of the medulla of the bones ; in 
oLhere, increase of iron -containing pigment in the liver ; in still 
^ oLhers, no lesion except that of the blood has been detected. 
The disease sometimes appears in cotmection with pregnancy. 

The stftapUmis are those of intense anemia, with irregular out- 
breaks of febrile temperature. The amiplexion is pallid and 
olten assumes a strikingly yellowish (lemon) hue. The lips and 
palpebral conjuuctlvs may be white. The bones, especially the 
sternum, exhibit tenderness on pressure. The ptdx is usually 
rapid. The urine may be notably dark-eolored, and contains an 
excess of nitrogenous matters. 

Sometimes deceptive remissions in the symptoms occur. The 
layer of subcutaneous fat is often well-preserved. Hemorrhages 
take place from the mucous surfaces, bcucath the ekiti, into the 
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retina and elsewhere, as a result of fatty degeneration of the 
coats of the arteries. The heart is also likely to undergo fatty 
degeneration. 

The volume of blood is small ; the number of red corpitjsdes 
is considerably diminished (less than 2,000,000 per c. mm.), as 
is necessarily the absolute quantity of liemoglohm^ of whicli, 
however, the relative proportion per corpuscle is increased. 
The red corpuscles are poorly developed and ill-shaped. Mega- 
locytes preponderate ; microcytes and poikilocytes are likewise 
found. In some cases minute, highly-colored globules resem- 
bling " small red-tinged, fat globules" are seen. The nuniber 
of white corpuscles may remain unaltered ; in some cases, it has 
has been increased ; in others, diminished. 

What special precautions must be taken in arriving at a 
diagnosis of the various forms of anemia? 

When a condition of anemia is discovered, a searching in- 
quiry into the history and symptoms and a careful physical 
examination must be made, to determine whether or not there 
be a coexistent morbid condition, such as carcinoma, tuber- 
culosis, hemorrhoids or other source of hemorrhage, nephritis, 
malarial infection, intestinal parasites, defective or insufficient 
nutrition, mal-assimilation, arsenical, plumbic, mercurial or 
other form of poisoning, and conditions that occasion jaundice. 

Leukocytosis. 
What is leukocytosis ? 

Leukocytosis is a condition of the blood in which, without 
alteration in the number of red corpuscles, without enlargement 
of the spleen, of the liver or of the lymphatic glands, the num- 
ber of white corpuscles undergoes an intermittent or transitory 
increase. It may ha physiologic^ as when it occurs after meals, 
or it may be a transitional stage of leukemia or pseudo-leukemia. 

Leukemia. 

What is leukemia or leukocythemia ? 

Leukemia is a morbid condition in which, in association with 
enlargement of the spleen, of the liver, of lymphatic glands, or 
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with alterations in tlie medulla of bones, tlie blood containB a™ 
permanent excess ot kiikoc'jles and is deficient in red cells 
(Fig. 18). 




Appe 



Three varieties of leukemia arc recognized : lienal, lynij^tir. 
and viedullury, ns tlie spleen and liver, the Ijnipbalic sysLeni, 
and the medulla of bones, respeetivelj, are involved. 

Early in the course of the diseaBe, the spleen becomes con- 
spicuously enlarged ; sometimes friction-rremitus may be de- 
tected on [inlpntiou, and a btowing murmur on auscultation; 
ascites may develop. In the further course of the disease, the 
liver and tlie lymphatic glands may also become enlarged ; tbc 
bones may be painful and tender ; changes in the kidneys and in 
the intestinal glands are sometimes noted. 

The number of white corptmdett in the blood is increased 
beyond 10,000 to the cubic millimeter, sometimes in extraordi- 
nary degree. The number of red eeHs and tlie quantity vt hetno- 
gl/ibin are diminished. Through Increase in the number of the 
white, and diminution in that of the red, there ensues a great 
change in the ratio of white cells to red cells. The ratio is, as a 
rule, not less than ] :50, and may reach or exceed 1:1. Masses of 
leukocytes miiy occasion infarcts in the spleen or lungs, li is 
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said that in lienal leukemia large leultocytea predomiuate ; in 
lympbatiu leukemia, sinall leukocytes ; iLud in iuyel<^euous Imi- 
kemia, largo leukocytes, having large nuclei, together with 
traDBil:ioD-ty))eB and many eoainophile cells. 

The depravity of the blood occasions dyspnea and edema ; 
conjoined with the secondary changes in the bloodvessels, it . 
predispoHee to extravasation of the blood. Tbefe are thus 1 
hreatblesBiteBs on exertion, epistasis and otlier .hemorrhages 
from mucous surfaces and into the retina and subcutanec 
connective tissue. Diarrhea ia common. The urine contains 
an excess of uric acid. Rarely, disturbances of vision occur^ 
as a result of hemorrhage, of leukemic deposit, or of leukemic 
retinitis. From time to time febrile periods, lasting from a few ■ 
days to a week, in which the temperature may rise to 102^ P., 
are observed. Remissions in all of the symptoms sometinies 
take place during the progress of the cose. 

Leukemia is most common between the ages of twenty and 
fifty ; it is more common in men than in women. It is usually 
insidious in onset, the early clinical phenomena being those of 
anemia in general. Bpistaxia is often the first significant symp- 
tom. The etiologi) of leukemia is obscure. In some cases there 
has been a history of antecedent malarial infection -, in others, 
of traumatism of the spleen ; in others, of traumatism of bones. 
Privation and exposure are cited among predisposing and ex- 
citing causes. 



Pseudo-leukemia, 

What is pseudo-leukemia ? 

Pscttd"-leukemia, Hodgkin^s (?wf«se, lympttaiir. anemia, malig- 
nant lyniplumi'i or lyntpk'ulenmui, is an affection characterized by 
hypeiftlasia of adenoid tissues, and especially by enlargement of 
the lymphatic glands in various parts of the body, and by 
changes in the blood. Anemin prevails, the number of red cor- 
ptisdenfmA the relative projiortion af hemoijhMn being dimin- 
bhed, the number of tchile carp^aarles remaining unchanged or 
not uncommonly being slightly iocreased. An apparent excess 
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of white cells, due lo decrease in the number of red cells, with 
couaeqiient moderate elevation of the ratio, must uot be mis- 
taken for an actual increase in the number of leukocytes. 
The superficial glands, especially those of the neck and axilla, 
ai-e uBually chiefly involved. Sometimes Ibe glandular enlarge- 
ment is first noticed in the groin. The spleen and other viscera 
may also be enlarged. In addition to the symptoms of anemia 
and malnutrition, pressure-phenomena are observed. Enlarge- 
ment of the tonsils, of the lingual, postnasal, cervical, peri- 
tracheal and peri-bronchial glands gives rise to cough, dyspnea 
and dysphagia. The cerebral circulation may be impeded from 
pressure upon the vessels of the npck. Pressure upon nerves 
may cause paralysis, pain or edema. Jaundice and ascites are 
sometimes observed. There are, in addition, a tendency to 
ettiisions, hemorrhages and petechicG, and from lime lo time 
febrile periods. 

How are leokemia and pseudo-lenkemia to be differentiated^ 

It is possible that leukemia and pseudo-leukemia represent 
stages of a single eonJition. Individual cases present symp- 
toms of both affections. The diiTerentiatiun of well-marked 
cases, however, is not diSicuU. 

In leukemia, the spleen enlarges early ; the lymph-glands 
are not necessarily involved ; when they are, however, it is late 
in the disease. In pseudo-leukemia, the lymph-glands are 
primarily enlarged ; the spleen and liver may escape entirely ; 
should they become involved, it is late in the disease. In leuke- 
mia, the number of white blood-ceils is always increased — 
often in decided degree. The alteration of relation of white 
cells to red cells in pseudo-leukemia is due to decrease in the 
number of the red cells ; actual excess of white cells constitutes 
no essential part of the disease; though not rarely observed, 
it never reaches the high (igvircs of leukemia. 
How are tuberculosis of the lymph-glands ("scrofnla") and 
pseudo-leukemia to be differentiated 1 

The lympiiatic glands over a wide distribution may become 
tuberculous. Such a condition will also be associated with 
o that a clinical picture will be presented simulating 
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that of pseudo-leukemia. Microscopic examinatiou of a portion 
of one of the growths will disclose the presence of tubercle- 
bacilli in the one instance and a condition of simple hyper- 
plasia in the other. 

In pseudo-leukemia the enlarged glands are not inflamed, 
and do not give rise to inflammation in the surrounding con- 
nective tissue. They are not hot or tender to the touch ; they 
are not adherent to the skin, and are, as a rule, freely movable 
upon each other. Tuberculous glands are usually adherent to 
the skin, and to each other, and manifest a tendency to chronic 
inflammation, with caseation and suppuration. There are usu- 
ally other evidences of tuberculosis present, in the bones, joints, 
or elsewhere ; and the /ocies is often significant. Glandular 
tuberculosis and pseudo-leukemia may, however, coexist ; or 
inflammatory changes may be set up by traumatism in the 
glands of pseudo-leukemia. 

Infantile Fseudo-leukemic Anemia. 

What is infiEuatile pseado-leukemic anemia? 

Jaksch has described in infants a form of anemia in the last 
stage of which there are a deficiency of red corpuscles^ a defi- 
ciency of hemoglobin, and an increased number of white corpuscles. 

The condition diflers from leukemia in that the increase of 
white corpuscles is not so great, that eosinophile leukocytes are 
never present, that, while the spleen is enlarged, the liver is 
not, and that the prognosis is favorable. 
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Table showing alleratioTis in the constitution of the bloo 
in disease. 





red eel Is. 


-7,- 

white cells. 
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Dimiobhed. 
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Scorbutus. 

What are the symptomB of scorbntiu 1 

Scorbutus or scurry is a disease dependent upou deflciency in 
lliG diet, of ccrtnin substances usually contained iu tlio juices of 
freeh vegetables and fruits. It was formei'ly common at sea, 
and in jails and poorhouscs. Outbreaks still occasionally 
occur. Isolated cases somclinies appear under unexpected 
ci re um stances. 

The disease is characterized by a depraved condition of the 
blood, with degeneration of the walls of the vessels and conse- 
quent heraorrhageB. The ijwm are soft and spongy, and bleed 
on Blight provocation or spontaneously. The hreatii is defiled 
by the fetor of the decomposing necrotic tissue. Hemorrhages 
take place from other mucous surfhces, while inSamnmtion of 
serous membranes, wilh hemorrhagic effusions, may occur. Ex- 
travasations of blood take place into the subcutaneous tissues, 
especially in the course of the superiicial veins of the dependent 
parts of the body, giving a mottled, bluish or purplish appear- 
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aDce to the akin in more or less exteoaive areas. The discolor- 
ation frequeotlj reBemblea tliat uf a bruisL-, and, aa it slowly 
fodes, asaumes a greenish tint. It is often quite peraiBtent. 
Sxtravaeation into the muscles may likewise occur. With 
this, edema is often assouiated. Brawny iodui'ation of the 
(;onuective tissue in various parts of the body may develop. 
Diffuse, dull pains are felt. The skin is dry aad rough. There 
is mental apathy, with a sense of lassitude and aa undue 
readiness of fatigue. Fungated hemorrhagic ulcers form. Ex- 
isting ulcere assume an unhealthy, spongy appearance. Frac- 
tured bones fail to unite, while the uaion of broken bones may 
be dissolved. The complseion is sallow ; anemia becomes evi- 
dent, with shortness of breath and rapidity aud feebleness of 
pulse. In some epidemics, dysentery has been a r.oni^jficntion. 
Sometimes hemeralopia or nighl-bliudneas has been observed, 
"Without proper treatment death takes place. "With proper 
treatment recovery is slow. 



Purpura. 

Wbat are the clinical features of pnrpnra ? 

Purfiura is a manifestation of a deteriorated condition of Ihe 
blood and vessels, as a result of which petechise form, and heni- 
orrhoges from the mucous membranes take place. Sometimes 
blood is e It ti-ava sated into the serous cavities ; and occasionally 
intracranial hemorrhage occurs. The disease sometimes devel- 
ops in the midst of apparent health ; at other times, in the 
course of nephritis, the exanthemata, hepatic disease, and rheu- 
niatiSDi. Occasionally, transient febrile periods are observed. 
Sometimes the disease begins acutely, with a chill followed by 
pain in the back or liml», but without fever. The purpuric 
spots may 1>e large or small, of limited or of extensive distribu- 
tion. Usually tliey appear iu successive crops. At first red- 
dish, they soon become of a deep purple, gradually fading to 
brown, and then to yellow, as they disappear. 
The varieties of purpura commonly recognized are purptera 
I' simplex, pui-pura hem/irrhagkn and jnirpiirii rheumaika. The 
names are sufficiently descriptive. 
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How aie icoTbntns and purpura to be differentiatedl 

Scorbutus occurs among those tluit are massed together and' ' 
are msufflcieutlj Bupplie<l with fresh vegetables ; purpura may 
develop amid circumstances apparently the most favorable and 
in the face of an abundant isupply of fruits and vegctatiles. 
The gums may bleed in purpura, but they are wanting in the 
sponginess and lividity of »!corl)utus. The breath is fetid in 
ecurvy, not neceesarily so in purpura. The petechia of scor- 
butus usually develop about the hair- follicles ; thnste of purpura 
are indiffereut in distribution. The individual discolored patches 
are more estensive in scorbutus than in purpura. In the latter, 
large blolehea tan usually he resolved into a numher of smaller 
spots aggregated. The hue in the two cases differs to the ex- 
perienced eye. 

How is purpura to be distrngpiifllied bwa. measles? 

The eruption of purpura has iu certnia iastances presented 
sufficient superficial resemblance Lo that of morbilli to occasion 
mistake— the youth of the patients and the coincidence of febrile 
symptoms increasing the difficulty. The course of the eruption 
is, however, quite different in. the two afl'ections. The distribu- 
tion of the purpuric spots is not so general as ia that of the erup- 
tion of measles. The spots of purpura often appear first on the 
legs, while in measles the rash begins on the face and trunk. 
The purpuric spots change color and fade, new spots appearing 
while others are receding ; no such phenomenon occurs in 
measles. Catarrhal syniptonis do not occur in purpura ; hem- 
orrhages are not usual in measles. The characteristic tempera- 
ture-curve of measles is absent from the course of purpura. 



Hemophilia. 

What are the clinical features of hemophilia T 

Jieniopkilia is a morbid condition manifested by an abnormal 
tendency to the occurrence of hemorrhages, spontaneously or 
upon slight provocation. Individuals so affected are called 
'''bleeders." The disease occurs In families; it Is much the 
more common In males, but is mostly transmitted through 
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■~ feniates, in whom, when iL occurs, its mnnirestutioiis nre always 
' wild. Slight wounds, a iicratch, the estrautiun of a tooth, may 
be followed by niarming or even fatal hemorrhage. Fetechise 
form, while aometiiucs large entravasatioDs of blood take place 
into the subcutaneous textures and into the joints. The d is- 
L case usually lirat makes its appearance early in life. The 
[ diagtwsis depends essentially upon the history of hereditarj' 
r trans mission, the unusual proneness to the occurrence of 
alarming hemorrhage, the formation of petechia', the develop- 
ment of subcutaneous and articular extravasations of blood, 
and the appearance of the Drst symptoms early in life. 

Addison's Disease. 

What are the clinical featares of Addison's disease? 

Addison observed that in certain cases, in which alter death 
the supra-renal bodies were found tuberculous, there had existed 
during life a peculiar pigmentation of the skin, with remark- 
able asthenia and nausea and vomiting. The discoloration is 
usually of a brownish hue, like that which develops in one 
exposed to a tropical sun ; it reaembles the pigmentation of the 
dark-skinned races. It occurs in plaques, on exposed surfiices, 
at parts that have Ijeen compressed or constricted, in the 
flexures of joints, and about the genitalia and the nipples. 
The raucous membrane of the mouth and tongue may l>e pig- 
mented. Progressive weakness is manifested ; and prostration 
finally develops. The HubcuiineouB fat, however, may be 
preserved. The Aeart'B action is feeble ; the pulse is small and 
compressible. The appaiie is impaired ; nausea and vomiiiug 
are common; there may be diarrhea or constipation. Death 
may take place gradually, from exhaustion, or with unexpected 
suddenness. 

Tuberculous disease of the supra-renal bodies has been found 
when there was no bronzing of the skin. In such cases it has 
been thought that the disease had not progressed stifticiently 
to have occasioned symptoms. In other cases the skin has been 
pigmented, but no changes were found in the supra-renal bodies. 
Pigmentation of the skin may, however, he a result of othtT 
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conditions Hiau supra-renal diaeaee. By some, Addieon's die- 
ease 19 thougiit lu depend upon changes in the eemiluuar 
gangha and branches of the S3'nipathetic system of nerves. 



UacliitiB. 

What sre the clinical features of rachitis ? 

Bacliilis is a disease dependent upon defective and perverted 
development of the osseous stnietnres of gi-owing children, 
probably as a consequence of faulty nutrition. There is doubl- 
less congenital prediajiositioii to its occurrence. Tlie lottes are 
soft and yielding, and wanting in their natural firmuess and 
stability, so that various deformities result. The sides of llie 
chest become Uattened, and tlie sternum projects, giving rise lo 
the "pigeon-breast." Nodules or " beads" form at the junction 
oi the ribs and their cartilages. The long, supporting bones 
becoiue bent and their epiphyseal extremities enlarged. The 
soft and deformed bones are especially liable to green-stick frac- 
tures. The lower jaiu is narrow and dentition is delayed. The 
teeth may decay and fall out soon after their appearance. The 
head appeal's large : its sumniit is flat ; the fontanels close late. 
The deformities are maintained by the ultimate hardening of 
the affected bones. 

Rachitic children present a pasty complexion and pearly con- 
junctivfe ; they are undersized and poorly resist disease. They 
are restless, and display a tendency to excessive sweating of the 
head. Digestion is impaired ; the abiUmien is often protul)emnt. 
Laryngismus stridulus and convulsions are yomi 
Internal viscera may be enlarged as a result of hyperplas 
the interstitial connective tissue. 



Hollities Ossium. 

What are tlie clinical manifestations of mollities osaimnT 

MolUlirg n.sgiiiii; is a morbid condition tlial develops in adults 
amid unfavomble hygienic surroundings and in women that 
have borne many children, It manifests itself by both soften- 
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ing and rarefaction of the bones, so that progression is impos- 
sible, and fractures are common. Occasionally febrile symptoms 
are present. Death is the common result, either from exhaus- 
tion, or from mechanical interference with respiration. 

How are rachitis and mollities ossiuin to be differentiated ? 

Mollities ossium is a disease of adult life, attended by changes 
in developed bone, and usually of fatal termination. Rachitis 
is essentially a disease of childhood, dependent upon abnormali- 
ties in developing bone, and from which recovery usually takes 
place, only the sequels of the disease remaining. 

THE HEABT. 

Inspection. 

What can be learned of the heart by inspection ? 

On inspecting the nm'mal chesty one perceives in the left fifth 
intercostal space, two inches below and an inch within the nip- 
ple, in an area of perhaps an inch in diameter, a gentle rise 
and fall — the cardiac impulse or apex-heat. It is less distinctly 
visible in fat than in lean persons. 

The position of the apex-beat varies slightly with the respira- 
tory movements, with posture, and with the state of the 
abdominal viscera. It may be displaced, as to the left by an 
effusion in the right pleural cavity, or by adhesions of the left 
pleura ; or to the right by an eflfusion in the left pleural cavity, 
or by adhesions of the right pleura. It may be increased in 
extent, as when the heart is enlarged, or when the peric^ardium 
is distended with fluid. Under varying conditions an impulse 
is seen in the epigastrium. 

The impulse may be strong, as in cases of cardiac hypertrophy ; 
feeble, as in cases of dilatation ; wavy, as when the pericardial 
cavity is occupied by fluid ; when the pericardium is adherent 
*' systolic dimpling" occurs. 
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Palpation. 

What is to be learned of the heart by palpation ! 

Paljiiuion cuiiHrnis and ruiiit'orces wlmL is learned by inspec- 
tion. All impulse that caiiiiol be seen can somelinieG be felt. 
A fethh impulse indicates that the action of the heart lias been 
enfeebled by disease or by an effusion in the pericardial cavity ; 
a sifony impulse is indicative of strength, of hypertrophy. A 
pericardial friclion-iub may eonieliines be felt. In most cases 
of mitral valvular obstruction, a pm^ng tremor is perceived on 
palpation. 

Percussion. 

What is to be learned of the heart by percnssion t 

By ijercussioii— which is best practised with the patient re- 
cumbent—the approximate size of the heart can be learned. A 
considerable portion of the organ is covered by lung-tisaue. By 
gupcrjieial percunsion of a normal chest the cardiac dulneee i§ 
found to be represented by s, triangle ineluded between a point 
at the lower margin of the fourth left costal cartilage at its 
junction with the sternum, another at the apex-heal, and a third 
at the lower extremity of the sternum at its left border. Deep 
pei'cussion defines a somewhat more extended area. 

The area of cardiac percufisiou-duluess is increased when the 
heart is enlai^ed, or the pericardial sac is distended by fluid, 
when the heart in uncovered by retraction of the lung, or in full 
expiration. The area in dimintified when the heart is covered 
by emphysematous lung-tissuo, or by the lungs iu full inspira- 



Auscultation. 

What is to be learned of the heart by aoscnltationT 

AuaciiUntiim constitutee the most important method of physi- 
cal examination of the heart. It reveals the A-cquency, the 
rhythm, the quality, and the purity of the heart-sound s. 

In health, the heart of an adult at rest beats about seventy- 
two times to the minute. The frequency of action varied with 
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flhe degree of bodily esettion, and willi posture. It is wicfeased 
by exertioa and by excitement, after meals, in febrile affections 
and in many dieeasua of the heart ; it ia greater ia the upright 
than in the liorizontal posture ; it is dimiiiinlttd by rest and by 
jaundice; in aortic obstruction in fatty degeneration, aud dur- 
ing convalescence from acute disease. It is affected by various 
drugs and by nervous influences. 

The action of the heart in healtli is rkylkvikal and reguhr. 
There is a prolonged, dull, first somul, and a shorter, 
sharper geamd sound, followed by an interval of stinice— with 
rhythmical repetitions. Occasionally a cycle is omitted— the 

I heart intermits. A normal firal sound may lie followed by two 

ucond sounds — duplicutim. The first sound may also be dupli- 

The normal rhythm of the lieart may be disturbed by 

f organic disease of the heart, such as degeneration, and by de- 
rangement of other organs, as of the stomach. 

Thejtrst smmd of the normal adult heart ia a dull, but weli- 
deOned thud ; the second is a shorter, sharper, snapping or ring- 

I'ing sound ; it is followed by an inleroal of dlenix.' 
Tbree elements enter into the production of the first sound, 
which is syuchronous with the contraction of the ventricles 
iaystoU) and the closure of the auriculo- ventricular (mUrdt and 
trScuapid) valves. These are : the closure of tiie ralves, the niws- 
Widi" «m(rac(ioi(, and the impact of the heart against the chest- 
Wall, The seeond sound, which is synchronous with the be- 
ginning of the dittmie, is valvular ; it is due to the quh-k approxi- 
mation of the semilunar flaps, preventing return uf blood through 
the arterial (nortie and pulmonary) orifices. 

The first sound of the heart may be altered in volume, in tone, 
in duration and in strength. These are usually increased when 
the heart is hypertrophied, temporarily under excitement and 
after the administration of certain drugs ; and itinmii^ted when 
from any cause the action of the heart is enfeebled— among 
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' Thara can likewise be detected by the trained cur a short interval of 
■ile«ce belwi-eu tlie first and second sounde. The fad is meuCioned here 
lo avoid mlBlsBdlog tbe student Id bis further studies ; but for practicni 
purposes this " minor silence/' as It Is called, may be enUruly ignored. 
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audi causes nre dilatation, degenemlion, periuardia,! elfitRinn. 
The chai-acter of the second sound is lai'gely depeiideut upini 
the tensitin in the arteries ; the higher tlie tension the shar|itr 
the sound. 

The purity of the heart-sounds depends upon the condition of 
the heai't- muscle, upon the state of tiia blood and upon the 
fuDclional eHlciency of the various valves and oi'llices. 

The functional fffiriem-y of the valves and orifices of the heart 
can be determined by a study of the sounds of the heart as 
heard over the respective parts ; but these are so close together 
that points in the course of the blood-stream are selected for 
auscultation. That for the mitral sound corresponds to the 
situation of the apex-beat ; that for the aortic, to the junction 
of the right second costal cartilage with the sternum ; that for 
the tricuspid, to the ensiform cartilage ; and that for the pulmo- 
nary, to the left second intercostal space close to the sternum. 

Alteration of the structure and derangement of the fuuctioii 
of the valves and oriflces of the heart are revealed by adven- 
titious sounds, called rnvrmttrs, that accompany or replace the 
normal sounds, or occur in the interval between them. Mur- 
murs are otten blowing ; sometimes they are soft, sometinics 
harsh, sometimes musical. 

The first sound occupies the ventricular systole ,' the diaslole 
is taken up by the second sound and the period of silence. During 
the systole, the blood pases from the vcntrielBS iuto the nocta 
and pulmonary artery ; the nrtcriiil valves should be freely open ; 
the auriculo- ventricular valves should be perfectly closed : mur- 
murs generated at the arterial orifices indicate obstruction to 
the outflow of blood from the ventricles ; murmurs generated nt 
the auriculo- ventricular orificeB indicate rellux of blood into the 
auricles. 

At the conclusion of the systole, there is a brief pause, fol- 
lowed by the diastole, during which the blood flows fi'om the 
auricles into the ventricles ; the auriculo- ventricular valves 
should be freely open ; the arterial valves should be perfectly 
closed ; murmurs generated at the auriculo- ventricular orifloei 
indicate obstruction to the onflow of blood iuto the ventridea ; 
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niurmurs generiited nl the arterial orifices indicate reflux of 
blood from the arteries. 
Incoiupeteacy or ioBufflciency of a valve permits of rcgiirgita> i 

Constriction or occlusion of an orifice occasions obstruction. 

The seat and cbaracter of an endocardial murmur are deter- 
mined from thejjlaoeat which it is best heard (site o( niaxiniitm 
intensity), in association with the tivie of its occurrence and the 
direction in which it is iraTismilted. 

Analogous conditions of the right and left heart uecessarily give 
rise to murmurs at the same time ; iinalogous conditions of the 
auriculo- ventricular and arterial valves give rise to murmurs at 
different times ; and convei-sely. Thus, for example, the mur- 
murs of mitral insuSlciency and of tricuspid iusufflciency coin- 
cide in time with each other ami with the murmurs of aortic 
obstruction and of pulmonary obatruclton. Mitral and tricuspid 
regurgitant murmurs and aortic and pulmonary obstructive 
murmurs are heard during the systole — with or In place of 




the first sound. Mitral and tricuspid obtructive murmurs and 
aortic aud pulmonary regurgitant murmurs are heard during 
the diastole ; the latter two with or in place of the second sound ; 
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tho first two, however, in what is normally the period of silence 
immediately preceding the first sound— hence presyetolie. 

Mitral regurgilant murmurs are heard best at the »pex of the 
heart ; they are transmitted iu the course of the fifth and sixth 
ribs to the axilla, and may be heard below the posterior inferior 
angle of the scapula. Mitral obslnt-iive murmurs are best lieard 
at the apex of the heart, or a little above the apex ; they arc 
but feebly transuiitied. Anriic reytiryilant and aortic obstrucUvc 
murmurs are most distinctly heard at the junction of tlie second 
costal cartilage on the right with the sternum ; the former are 
transmitted downwitrds in the course of the sternum, the latter 
upwards in the course of the great vessels, especially the 
carotid. Murmurs generated at the orifices and by the valves 
of the right side of tlie heart are exceedingly rare, TVicus^M 
regurgUnnt and obstruaive. murmurs are best heard at the ensi- 
form cartilage, or a little fartber to the right. Pulmonary mur- 
murs should be best heard in the second intercostal space on the 
left, close to the margin of the sternum. In anemia, soft blow- 
ing murmurs, dependent upon the condition of the blood, are 
heard in tliu same situation. 

All murmui'S heard in tbs precordial region are not endo- 
cardial. Auscultation reveals as well the sounds of pericardial 
friction as of adjacent pleural friction. 

How are marnmrB due to organic disease to be distinguished 
&om 80-ealIed fnnctional murmarB? 

In addition to adventitious sounds generated at the orifices 
of the heart as a result of structural changes, murmurs are 
heard when tho condition of the hlood b deteriorated, or when, 
from disturbed action of the heart or otlier cause, abnormal 
currents are generated in the blood-stream. These EO-<»lled 
Jvnclional miimiws are diBtinguished by their inconstancy and 
their softness ; they are usually heard only at the base of the 
heart and over the body of the organ; they are not transmitted ; 
they are intensified by pressure with the stethoscopr ; and they 
disappear with the removal of the conditions upon which they 
depend. Organic murmurs are usually harsher, more constant, 
and vary comparatively little in character and intensity, 
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Wliat is the sphygmograph? 

The sphygmograpli is an iualruiuent by which an artery 
mailc to record certain of the cliaracters of its pulsation. 
spkygntoffram (Fig. 20) is au important aid in diagnosi 




cannot l)c rehed upon apart from tlie ordinary ralional and 
physical signs. The use of llie sphygmograph and the signiti- 
caacB of iU tracings must be learned by experieoue. 



Malformation. 

Wbat are the most common malformatioiis of the heartT 

The most common malformations of the heart consist in an 
imperforate interventrioular septum and a failure of the foramen 
oyale to close. 

To what symptoms do malformatioiis of the heart give rise ? 

Individuals in whom there exist serious abnormal comniunica- 
tions between tlio lateral Iialvea of the heart rarely reach adult 
life. Cyanosis ia the most common symptom. Systolic mur- 
murs are heard practically indistinguishable from those oc- 
casioned by valvular derangement. 



Dextrocardia, 

What is dextrocardia ? 

Ikxbroeardia is a congenita! digplacenieut of the heart on the 
right side, commonly associated with displacement of the liver 
on the left and of the spleen on the right. 
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How is dextrocardia to be recognized? 

Ill case of dextrocardia the impulae of the heart ie wanting ' 
in its UEuftl situAtiou, and is seen to the right of the sternuni. 
The area of uardiac peicussiou'dulneas occupies on the right an 
extent corresponding to that which it normally oocupies on the 
left. The sounds of the heart are heard on the right aide instead 
of on the left. The hepatic pereussion-dulnesa is not found in 
its usual situation, but in a. corresponding position on the left. 
The aplenie dulneaa is found on the right instead of on the left. 



Functional Disturbance of the Heart. 

What is meant by functional distnibance of the heart? 

Under various conditions, as when the nutrition is impaired 
or the digestion ia deranged, as ii result of overwork, or of 
dissiimtion, or of the excessive use of tobacco, or tea, or coffee, 
and in conuection with gout or lithemia, with hysteria or hypo- 
chondriasis, the action of the heart may be deiiinged without 
recognizable structural change. There will be present such 
syniptonis as pain, palpitation, anxiety, headache, vertigo and 
hreathlessncss, sometimes with irregularity and increased 
frequency of the heart's action. The diagnosis depends upon 
the recognition of the primary condition and upon the absence 
of the physical signs of a cardiac lesion. Functional disorder, 
great in degree and long continued, may lead to structural 
change. 



Tachycardia. 

What it tachycardia? 

TnchiicaTdia is a term applied to a somewhat rare condition of 
excessive rapidity of the action of the heart, accompanied with 
palpitation, the rhythm of the heart sometimes remaining un- 
affected. The pulse may exceed 200 heats a minntc. Occurring 
in psrosysms, the qualification paraxyamal is applied. When no 
etiologic lesion is discovemblc, the condition is terTiied issailiul 
pdToxijsmai Utchijeardia. The paroxyam usually begins suddenly. 
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with or without warning ; at times without apparent exciting 
cause ; at other tlmea seeming to result ftum some such c 
dition as overdistention of the stomach. Tachycardia may be 
due to temporary paralysis of the vagus or Htimulation of the 
cardiac accelerator nerve. Increased cardiac dulness and indefi- 
nite murmurs may be observed during the attack, and disappear 
with subsidence of the symptoms. The condition may be un- 
attended with other symptoms, nnd ordinarily does uot shorten 
life. It may be a part of other neuroses. It has been observed 
In women nt the menopause. 

How does taohycardia differ ham angina pectoriB? 

Tachycardia is wanting in the threatening symptoms of an- 
gina pectoris — the anxiety, the pain, tlie cardiac failure. Ra- j 
pidity of the heart's action and palpitation are the essent 
features of taehycardia ; while in angina pectoris the pulse 
of variable frequency. 

How does tachycaTdia differ frcm exophthalmic goiter "{ 

Palpitation of the lieart and increased frequency of the pulse 
are among the earliest phenomena of exophthalmic goiter. Be- 
fore the thyroid gland has become enlarged or the eyeballs pro- 
trude, the distinction from tachycardia is not possible. There 
is no difllcutty in the diag[iosiB, however, when not only the 
exophthalmos and the goiter, but the array of other symptitius 
that characterize exophthalmic goiter, have also developed. 

Irritable Heart. 

What are the phenomena of irritable heart! 

Irriluble heart is a condition originally observed in soldiers in 
active service, in whicli there are in addition to increased fre- 
quency of the action of the heart, often with disturbed rhythm, 
recurring attacks of palpitation and pain ia the precordia. 
There are usually headache and vertigo, especially during the 
paroxysms. The general health may suffer little or not at all. 
The first sound may be short and sharp or may he barely 
audible ; the second sound is accentuated. There is no constant 
murmur. The pulse is coropressihlc and easily inHuenccd by 
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poeiLion. ReBpiration is but litlle if at all accelerated. A simi- 
lar coodition may ckvclop lii civil life in thoee unaccuBtonied to 
arduouB labor called upon tii perform unusual tasks. It has also 
been found in athletes and others who Lave (.■omroittcd excesses 
in physical exertion, and in masturbatora. Under proper r^i- 
nieu, restoration to the normal results ; under otiier circum- 
stances, hypertrophy of the heart develops. 

How does irritable heart differ from tachycardia ? 

Irritable heart results from well- recognized causes that are 
not concerned in tachycardia. In irritable lieart the frequency 
is leas than in tachycardia, and is habitual ; iu tachycardia the 
increased frequency is e:{traori1innry and usually occurs in 
paroxysms. It is pain and jmlpitatiou rather than increased 
frequency of action that marks the paroxysmal seiKurea of 
irritable heart. Tachycardia is also wanting iu the distressing 
subjective sensations and the grave issue of irritable heart. 



Angina Fectoria. 

What are the characteristics of anginii pectoris? 

Angina pertoi-is is a paroxysnial ilisordpr for which no definite 
structural lesion has been found. Perhaps the most common 
condition associated with it is atheroma of the coronary 
arteries. 

The attack sets in suddenly, with a sense of oppression, dys- 
pnea, and pain in the precordia, rising to a high pitch of inten- 
sity, and attended \vith a sense of impending dissolution — and 
not uncommonly death does occur in the paroxysm. There is 
often a sensation as of throttling, The pain in the heart is de- 
scribed as "clutching," "squeezing,"' and " tearing." The pain 
radiates in various directions from the heart, especially Lo the 
left shoulder, and extends down the left arm. The faet ia pale, 
thp feotiires drawn, the pulse variahle. The attacks may occur 
spontaneously, but are usually brought on by excitement or 
exertion, or by gastro-intestinal derangement. They recur with 
varying frequency, sometimes over a long period of years. 
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How does intercoEtal neuralgia, differ from angfina pectoris? 
The pain of intercostal iituralyia noviii" attains thu intensity 
or preeenla the i>eciihar character of that of augiua pectoris ; uor 
are the general manifestations ever bo portentous. The tender 
points of Valleix, found in intercostal neuralgia, are absent in 
angina pectoris. An herpetic eruption on the chest, following 
the course of an intercostal nerve, is diagnostic of neuralgia. 

Hypertrophy. 

What are the symptoms of hypertrophy of the heart T 

The size of the heart is proportion ate to the demands made 
upon it, or to the etiniulalion that it receives. Valvular disease 
and other conditions impeding tlie circulation may cause one or 
• all of the cardiac chambers to enlarge and the walls to thicken. 
Hypertrophy, uncomplicated by TUlvular disease, results when 
the heart is called upon to perform excessive labor, or is Btimu- 
lated by abnormal nervous influences. Symptoms arise only 
when the action of the heart is in excess of the requirements of 
the Eyetem. Under such conditions there will be a sense of dis- 
comfort in the precordial region, palpitation, paroxysmal cough, 
shortnefls of breath, headache, vertigo, ringing in the ears, dis- 
turbed sleep, deranged digestion, a florid complexion, and a 
tendency to hemorrhage. 

What are the physical signs of hypertrophy of the heart? 

"When the heart is hypertropltKd, its impuine is decided and ex- 
tended, and usually displaced to the left, The area of yfr- 
aisxion-dtdneis is increased. As the enlargement, iu most cases, 
principally involves the left ventricle, the area of duloess in- 
creases to the left, though enlargement of the left ventricle is 
likely to be followed in turn by hypertrophy of the i-emaining 
cavities. Owing to the position of the heart iu the chest, the 
left ventricle maybe moderately eo laired without giving rise 
to appreciable percutory abnormality. Enlargement of the 
right heart may be the first cause of extension of the area of dul- 
ness. The oclwHiof the heart ia moderately accelerated, regular 
and rhythmical. The/rstsoimti is strong and booming, the second 
accentuated. The pnhe is correspondingly full and slroog. 
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Dilatation. 

What are the syinptoms of dilatation of the heart ! 

DilaUUidii vf tlie htarl oucurs uuder pretty much the as 
(litioDS as give rise to liypertrophy, except that the organ is 
unable to meet the demands made upon it. Dilatation nmy 
thus be a sequel of hypertrophy. As dilatatiou is frequently 
an ultimate result of obstruction to the pulmonary circulation, 
the right heart usually suffers the more. The symptoms are 
those of /aiiingtmiiiafwii; precordial anxiety, palpitation, head- 
ache, vertigo, syncope, pallor, cougli, dyspnea, venous couges- 
tion, and dropsy. 

What are the phyucal signs of dilatation of the heart ? 

The cardiac im}nilse i£ feeble and diffused, and usually dis- 
placed to the left. The area of cardiac percussitmrdidness is in- 
creased. The first sound is weakened in correspondence with 
the disproportion bctweeu the enlargement of the caivliac cham- 
bers and the thickness of their walls ; the sefimd is little changed. 
If the dilatation has heen great enough to so enlarge the orifices 
or weaken the nmscles that the valves are no longer competent 
to effect complete closure, regurgitaut mui'murs may be devel- 
oped, even in the absence of structural alterations in the valves. 
Buch murmurs are usually rather sofl: and may be inconstant. 
The actvm of the heart may be rapid and irregular. The jAibe 
is small and soft. 

What are the distiDCtloiiB between hypertrophy and dilatation 



Fsce Rnrid ; rlnglog [n enTe ; rtiEb- Foee pallid ; teodeucj 

ing of bloixl to thi' h«id. dropsy, 

Cardiac impulse strong, exI^nBive. Impulse lbeble,dlfl\lned, often wtTjI 

Iucr«aBi.'d krea of peri'usBlou-dul- Inoreased nrea of pereussion-dut 
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Action rapid, regular 
Fine sound strong. 
PuUe full, strong. 



rhytLmlcal. 



Action rapid, Irregular. 

First sound relatively en tabled. .^^^^H 
Pulse small, yielding. ^^^^^| 
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How does dilatation of the heart differ irom iatty defeneration 
of the heart? 
Fatty ilegcueratiou of the henrt may be reuogDized wheu the 
gkin Ime a peculiar, greasy appearance, when an arcus eenilis is 
preeeot, when tlie sounds of a heart not enlarged are exceed- 
ingly feeble, aD<l atteuded with the symptoms of a failiug 
circulation. It differs from dilatation in the unchanged or 
diminished size of the heart and the association with such 
other evidences of fatty degenei-ation as may he present. The 
pulse is usually, hut not invariably, slow in fatty degeneration, 
while it is rapid in dilataUou. 

How is a pericardial effusion to be distinguished from dilata- 
tion of the heart T 

Fluid may collect in the pericardium in connection with 
pericarditis, or as a part of a general dropsy. In dilatatiou of 
the heart the cardiac impulse is feeble and diffuse, but not as 
feeble or as wavy as in effusion. When dilatation exists, the 
percuss! on-du In ess in the precordia is not as e:EtenEive as when 
there is an effusion, nor is it pecuharly triangular in outliue. 
While the sounds of the heart are enfeebled over the organ 
when dilatation exists, they are almost obliterated in case of 
eSbsiou, escept at the base, where, in case of periuarditis, 
friction-sounds may likewise be detected. The recof{nition of 
a condition that gives rise to pericardial eflusiou Is an aid in 

Valvular Disease. 

What are the sjrmptomB common to valvular lesions of the 
heart? 

The functional deficiency of a diseased heart-valve may be 
compensated for by an improved condition of the heart-muscle. 
The presence or absence of rational signs will depend upon the 
extent and constancy of the structural and functional alteration 
of the muscle. If the alteratiou be too great, the symptoms 
will be those of an hypertrophied or overacting heart. If it be 
too little, the symptoms will he those of an enfeebled heart. If 
I it be inconstant, symptoms of excitement, of overaction or of 
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enfeeble ment mnj appear In parosysms, or for prolonged pe- 
riods at irregular intcrvnlii. Even when the conipeoBatory 
clmuge is apparently constant and sufficient, there may be at 
times or continuounly, with or without pallor and weakness, a 
eense of precordial discomfort, palpitation of the heart, short- 
ness of breath, perhaps headache and verligo~all aggravated 
by exertion. Often, when compensation is but slightly imper- 
fect, there are evidences of gastric and intestinal derangement, 
and ft sense of fulness in the hypochondria. Should the heart 
fail, anil compensation be disturbed, the condition becomes vir- 
tually or actually that of dilatation of the heart ; the phenomena 
are those of insufficient vis n lerijo in the circulation. As a re- 
sult of the stagnation of blood in the veins, there is engorge- 
ment of various organs, especially of the lungs, liver, kidneys and 
spleen ; the existing symptoms become intensified, aud in addi- 
tion there appears dropsy, first manifesting itself in the lower 
extremities, and extending upwards. 

When tw.o or more lesions coexist, the compensation is lees 
readily established and more easily ruptured than in the case 
of single lesions. Pulmonary congestion and hemoptysis occur 
not infrequently. 

Mitral Incompetency— Mitral Begargitation. 

What are the signi of incompetency of the mitral valve 
(mitral regurgitation) T 
As a result of endocarditis, or of llbrous or calcareous degen- 
eration, the bicuspid leaflets, or the chorda? teudinea, become 
thickened and contracted, interfering with the accurate apposi- 
tion of the segments of the mitral valve during the systole. In 
consequence, blood is abnormally diverted backward through 
the mitral orifice, giving rise to a blowing (systolic) sound, 
heard with greatest distinctness at the apex, and transmitted. 
In the course of the fifth and sixth ribs, to the axilla and to the 
inferior angle of the scapula. The heart is usually enlarged— 
under favorable conditions, hypertrophied ; under unfavorable 
conditione, dilated. 




AORTIC OBSTRUCTION. 



Mitral Obstruction, 
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What are the physical signs of obstraction at the mitral 
orifice? 

Tlie iiiiLval urilict becomes contracted as a result of enJocar- 
(liLia or of degenerative changes in the segmeDts of the valve. 
The clinrauteristicB of mitral obstrucliou are : a rumbling 
ir heard just before the systole, with greatest intensity 
over the left ventricle, and a purring Ireiuor or thrill perceived 
by the hand placed over the precordia. The left ventricle 
diminisbes iu size, while the left auricle becomes enormoualy 
enlarged. In turn the right side of the heart beconits enlarged. 
The pulse is small and feeble. Not rarely mitral iu competency 
is associated with obstruction. 

Aortic Obstruction. 

What are the physical si^iu of aortic obstraction ? 

Aortic obstruction is a result of structural changes in the 
semilunar valves or in the aorta, induced by indammalion or 
degeneration. Aortic obstructiou and incompetency are ofte.n 
associated. The action of the heart is strong ; the left ventricle 
becomeB bypertrophicd ; the pulse may be fall and strong or 
small and tardy. At midslemum and on the right side over 
the junction of the second costal cartilage with the stomum, a 
coarse, blowing, systolic murmur is heard, transmitted into the 
groat vessels. The murmur of aortic obstruction is sometimes 
to be heard over the right carotid artery when at midatemum 
and at the aortic cartilage, merely an obscuration of the first 
sound can be detected. 

Aortic obstruction, apart from insufllcieucy, is one of the less 
common lesions. A systolic murmur heard at the aortic cartU 
lage and transmitted into the neck may be due to dilatation oi 
roajfhening of the aorta, without valvular or orilicial change, 

' may give rise to no circulatory disturbance. 
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Aortic Incompetency— Aortic Regurgitation. 



What are the physical sigiiB of incompetency of the aortic 

valve (aortic regurgitation) ? 
Aortic incoiiipi-'leticy arises from conditions similar to tliOBe 
thiit give rise to imperrcutiueis ut the other oriticeB of the heart. 
It in oflun associated witli sLortic obstruction. It is character- 
ized by a blowing, diastolic murmur, repiaciug or accompanying 
the second sound of the heart, heard with greatest intensity at 
the aortic cartilage, and transmitted downwards in the course 
of the sternum. The action of the heart is powerful ; the left 
ventricle becomes enormously hypertrophied ; vascular pulsa- 
tion is common and may be evident even in parts remote from 
the center of circulation ; the pulsation in the carotids rnny be 
so strong that the head is shaken ; the pulse eomes up well 
with the systole of the heart, hut immediately recedes— const i- 
tiHing the gaseous pulse, the water-hammer pulse, or the pulse 
of Corrigan. This chai-acter is well shown in the sphygmo- 
graphic tracing. (Fig. 21.) 
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Tricuspid Incompeteney^TricuBpid 
Regurgitation. 

What are the signs of tricuspid regurgitation (incompetency 
of the tricuspid valve) 1 

Lesions of the valves aud orifices of the right side of the 
heart are uiiconinion. 

If the tricuspid valve is inuoinpetent, blood regurgitates with 
llie contraction of the ventricle; in consequence, a blowing 
systolic murmur is heard at the ensiform cartilage, and systolic 
pulsatiou Is visible in the veins of the ueck. lu some cases the 
liver is seen to pulsate. 



Tricuspid Obstruction, 

What are the signs of obstrnction at the tricuspid orifice? 

When the trk-uspid oritice is obstructed the blood must 
accumulate iu tht! peripheral veins ; a presystolic murmur is 
lieard at the ensiform cartilage. 



Pulmonary Obstruction. 

What are the signs of obstrnction at the pnlmonary orifice ? 

When tlie pulmonary oriflce is obstructed a systolic nuu'niur 
is heard in the third intercostal siiacc on the left, close to the 
slemum. 

Pulmonary Incompetency — Pulmonary Regur- 
gitation. 

What are the signs of incompetcDcy of the pulmonary valve 
(pulmonary regurgitation) ? 
When the pulmonary valve is incompetent regui^itation occurs 
with the dilatation of the ventricle ; as a result a diastolic mur- 
mur is heard at the junction of the IhinI costal cartilage on the 
left with the sternum ; the murmur may be transmitted down- 
wards in the course of the sternum. 
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ACTJTE PHRICAROITIB. 127 

Acute Pericarditis. 

Wliat are the distinguishing featares of acute pericarditis T 

vlcute perkaiilitis muy develop in associaliou with rhcuina- 
tiam, infeetioub diseaaea, nepbritis, or pleoriBy, endocai-ditis, or 

', other adjncent disease ; it may also result from exposure to cold 
or from Irtovce upon the chest. It is attended with pain in the 
precordial region, and sometimes in the epigastrium ; conaider- 

1 able elevation of temperature and other febrile symptoms ; a 
sense of anxiety ; dyspnea ; irregulai'ity and increased rapidity 
of the heart ; irritable cough ; possibly headache, vertigo, deli- 
rium, nausea, and vomiting. The gastric phenomena may ob- 
scure the actual condition, or the cerebral symptoms may sug- 
gest meningitis ; careful inquiry and cicaminatiou will, however, 
reveal the inQammatiou of the pericardium. 

What are the physical signs of acute pericarditis? 

In the first slitge, the characteristic sign is a rubbing frictimi- 
souud heard close to the ear at one or more points iu the pre- 
cordia, synchronously with one or both sounds of the heart. 
The sound is to be distinguished from an endocardial murmur 
by its quality, its superficiality and by increase of distinctness 
caused by pressure with the stethoscope. 

In the second sfope— that of effusion, a murmur is no longer 
heard, except perhaps above the fluid at the origin of the great 
vcijsels. The cardiac impulse is feeble, extended and wavy. 
The area oi jjercusaion-dulnesa is increased, and presents a pecu- 
liar outline— being trkmgutar, with the baee below. At the apex 
and over the body of the heart, the smmds are heard but feebly 
or not at all, wliile at the base they may be heard with ordinary 
distinctness. 

In the third staye, the fluid has disappeared, and murmurs 
may again be heard. In the course of time, however, the 
opposite surfaces of the inflamed membrane become adherent, 
so that the pericardial cavity is in whole, or in part, obliterated. 
Adhesions to the chest-wall give rise to locnlis'^d retraction, 
and to syMic dimpling. The heart in turn becomes enlarged. 
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How are acute pericarditiE and acute pleurisy to be differ- 
entiated ? 

Pericarditis and pleurilis arise under similar cooditions. 
Tiie two may lie asaocialed. The physical phenomena of both 
are aualogoua, diifering, however, in degree, attent and situa- 
tion. The friction-sound of pleurisy is heard Bynclironously 
with the respiratory movements, that of pericarditis synchron- 
ously with the cardiac movements— the latter is thus the more 
frequent. If doubt arise, the breathing should be suspended 
for a short time : a pleural friction disappears. Tbe percussiou- 
dulnesB occasioned by au effusion ioto the pericardium is situ- 
ated in the precordia, and has a characteristic triangular out- 
line ; tbe pcrcussion-duluess of an effusion into the pleural cavity 
involves the lateral and posterior aspects, as well as the anterior 
aspect of the chest. 

Acute Endocarditia. ^M 

What are the characteristica of acute endocarditii t 

Acute ewhcarditia develops in the course of infectious diseases 
and of nephritis and chorea, but more especially in connection 
with acute rheumatism. It is characterized by a sense of dis- 
tress in the precordia, palpitation and increased frequency of 
actiou of the heart, sometimes with irregularity, elevation of 
temperature, dyspnea, slight cough and an anxious expression. 
In addition, the face may be flushed; there may be chills, 
headache, vertigo, delirium, icterus, irritability of the stomach, 
and diarrhea. The characteristic sign of acute endocarditis is 
a soft, blowing, syatohc murmur, though it is possible for endo- 
carditis to exist without the detection of a murmur. 

How ia the marmnr of an acate endocarditis to be distinguiahed 
from a mnrmiir the result of a paat endocarditis ? 

The murmur of acute endocarditis is soft, incimatant in its 
seat, unattended with enlargement of the heart and aBswiated 
with the fever, precordial auxiety and other sjniptorns of acute 
endocarditis ; a murmur depeudent upon a past endocarditis is 
harsher, 6xcd in seat, unattended with fever, but associated 
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with cardiac enlargement and a history of one of the conditions 
that may cause endocarditis or of a remote attack of endo- 
carditis. 



ACUTE ENDOCARDITIS. 

The murmur is soft and inconstant 
in seat and occurrence. 

Unattended with enlargement of 
the heart. 

Associated with fever, precordial 
anxiety and other symptoms of 
acute endocarditis. 

No history of a remote acute endo- 
carditis. 

Associated with rheumatism or 
other cause of acute endocar- 
ditis. 



CHRONIC VALVULAR DISEASE. 

The murmur is harsher, fixed in 
seat and constant in occurrence. 

Attended with enlargement of the 
heai*t. 

Not associated with fever or other 
symptoms of an acute condi- 
tion. 

Remote history of acute endocar- 
ditis. 

Absence of an immediate cause of 
acute endocarditis. 



How is acute endocarditis to be distingnushed from acute peri- 
carditis? 

The pain of pericarditis is likely to be more severe than that of 
endocarditis. The murmur of pericarditis appears closer to the 
ear than that of endocarditis ; the former is a friction-sound, 
diastolic as well as systolic ; the latter is blowing in character 
and only systolic. When a pericardial effusion exists, it presents 
a peculiar area of dulness on percussion, the heart-sounds at the 
apex are enfeebled or they may be absent, and there is a dif- 
used, feeble and wavy impulse, not found in endocarditis. 



Mycotic Endocarditis. 

What are the symptoms of mycotic or ulcerative endocarditis? 
In addition to the ordinary symptoms of acute endocarditis, 
the mycotic form is marked by high temperature with decided 
oscillations, chills, sweats, the evidences of septic infection, 
ecchymoses, prostration, a typhoid condition and albuminuria. 
Mycotic endocarditis is usually engrafted upon preexisting val- 
vular disease. Septic vegetations may form and ulceration and 
perforation occur. Embolism is among the threatening dangers. 
9 
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Myocarditis. 

What are the symptomB of myooarditis ? 

Socne degret! of myocarditLB necessarily attends iiericarditifi 
And endocarditis. Infiiinmiatioit "f the rnvsculur strufture of the 
henrt may occur in tho course of rheumatism or in aesociation 
with septicemia or pyemiH. The condition does not give rise to 
definite signs ov symptouis apart from those of the inflainniation 
of the pericardium or endocardium with which it is commonly 
associate il. 

What are the ieatnres of interstitial myocarditis? 

Int^stilial niyoifirdma may be a result of acute iTiHammation 
of the heart or form part of a general libroid degeneration. 

The action of a heart so affected is likely to be irregular and 
intermittent ; one or both sounds may be duplicated, while the 
second is likely to lie accentuated. 

Hydropericardium. 

What are the eharacteristica of hydropericardinm ? 

When not the result of perirarililis, an iffuMmt inlfi tlie jmicar- 
diutn is usually part of a general dropsy. It presents physical 
phenomena indistinguishable from those of pericarditis in the 
stage of effusion, but lacks the febrile symptoms as well as the 
frictioa-murmurs of the first or of the third stage. Evidences 
of general dropsy, such as edema, pleural and peritoneal efTu- 
siuns, and symptoms nr signs of tho causative disease — nephritis, 
for example— will be found if looked for. 



Heart-Clot. 

Wliat are the symptonu of heart-olot ? 

Thu bloo<l may coagulate in the cavities of the heart in the 
cnui-sc of endocarditis, of diseases in which the coagulability of 
tlic blood is increased, such ns pneumonia, and when from any 
cause the action of the heart lins become enfeebled. Under such 
circumstances the surface of the body Incomes cold and livid, 
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there is intense dyspnen, the action of tlie heart becomes rapid; . 
feeble and itres'''*''i ^ feint murmur may be heard over 
organ and the area of cardiac percuasioo-dulncss ia increased. 
There is great anxiety, nausea, vomiting, nervous excitement, ■ ' 
delirium, venous turgidity and attauks of syncope. 



Thoracic Aneurism, 

Wiiak are the BymptoioB of thoracic flneurism t 

The symptoms and pliysical signs of tliuriuiie aneurism vary 
with the location of llie aneurism. Aueurisnis of Lhe aorta are 
the moet common. The frequency of aueurisina of the aorta- 
diminishes with the distance from the heart. The charaaerisHc 
manifestaiions of an aneurism are the existence in the coursa 
of a bloodvessel of a indsuUng expansile tumor, attended with a 
tlirillAaAbruH; on percussion, a circumscribed areaof dttlitess wiiX 
be found to correspond with the area of expansile pulsation, 
over which a thrill can be perceived with the palpating hand, 
and a systolic bruit can bo heard on auscultation. Other s.ymp- 
to?)is depend upon the corapreesioD of adjacent structures. There 
may thus be a peculiar metallic cough, with or without expec- 
toration ; dyspnea; dysphagia; irregularity of the action of the 
heart ; venous stagnation and edema ; maul fee tatioDS of de- 
rangement of the cerebral circulation ; localized sweating ; dila- 
tation or contraction of one pupil ; paralysis of one or both 
vocal bands ; enfeebleincnt of respiratory murmur over certain 
areas, from obstruction of a lai^e bronchus ; inequality of the 
radial pulses ; neuralgic pain and erosion of bone. 

How Ie an iutra-thoracic tnmoi to be diatingoished from an 

aortic aneurism 1 
An aneurism develops only in the course of a bloodvessl ; a 
tumor of any other sort is not so restricted. The former presents 
pulsation, expansion, and usually thrill and bruit ; the latter 
may rise and fall if seated over an artery, but does not expand 
or present a thrill or bruit. The ephygmographic tracing (taken 
in Ine/i) of a solid tumor situated above a normal artery is that 
of the normal artery ; the curve given by an aneurism ia abnor- 
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raal and often cliaractcristic. Tntra-tboracic tumore are nsiu 
either secondary or give rise to metastaaes. If the tumor were 
a gumma, the diagnoHis would depeud upon a historj- of eyphiliis 
or upon other iiianircstatious of syphilid, together nilh a rccee- 
sion of the symptonia on appropriate trealmcot. Tuberculosis 
of the mediiislhial glands woulil be but one manifestation of a 
general tuberculosis. 

How is an abicess of the mediaAmom to be diitiiig^uiBhed from 
an anenriam of the aorta ? 

In nddition to the features that dit^tin^iiish all other thoracic 
tumors from aneurisui, an abscess presents fluctuation if acccB- 
sible, rigors, elevation of temperature, and sweating. There is a 
history of traumatism or of pyemia. 

Hov ii incompetency of the aortic ralve to be distingaished 
&om an aneurism of the aorta ? 

Incompetency of tbe aorti-o valve may be attended with 
marked pulsation in tbe course of tbe aorta, with a thrill and 
bruit, but the evidences of tumor and the consequeucc« of com- 
presaion are wanting ; the radial pulses are of tbe Corrigan or 
water-hammer type, but are equal ; while the second sound of 
the heart nt tbe base is accompanied or replaced by a murmur 
transmitted downivarda in the course of the sternum. 

How 11 a dilated auricle to be distinguished from an aortic 
anenriBm ? 
An enlarged auricle may give rise to pulsation at tbe base of 
the heart, but not to the compression -phenomena of an aneur- 
ism, not to the thrill or bruit, beyond the sounds {generated in 
the heart itself as a result of the lesion that lias led 
enlargement of the auricle : usually obstruction at the 
orilice with a presystolic murmur. 



Arterio -Capillary FibroBis, 



What is arterio- capillary fibroeia t ^ 

ArUritS-caiAUnry fbrosia is a degenerative procesa of the walls 

of the smaller bloodvessels, due to the long-continued eirrulalioii 

in the blood of irrilanle, such as alcohol, lead, the poisons of 
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syphilU, of gout, of rUeumatiam, and of infectious diseasBB. 
Yaso-iuotor spasm and hyperplasia of tbe couuet'tive tiseue o: 
the arteries and of the intercellular elements of parenehymatoos J 
organs take piu(.-e. The coats of the vessels become thickened 1 
and the size of organs becomes increased. Frotu secondary coDr I 
traction of the newly-formed Sbrous tissue, the lumen of the 1 
arteries becomes narrowed and the organs become reduced ii 
size. The circulation is curtailed and nutritive processes an 
interfered with ; atrophy may result ; thrombi may form in situ, j 
Sclerotic vessels are prone to rupture, iti the biiiln, in the retina, - 
and elsewhere. 

What are the aymptoma of arterio-capillary flbroBis 7 

The di^;nostic symptoms of arterio-capillary flbrosia or arterio- j 
sclerosis are those of vascular spasm, impeded circulation, and j 
impaired nutrition : shortness of breath, vertigo, mental iiupair- J 
ment, nervous derangement, irregularity of cardiac action, .| 
resistant radial arteries, prominent, tortuous tempoi-als, 
creased arterial tension. Edeiua may be present. T' 
becomes increased in quantity and may contain a trace of albu- 
min and nn occasional tube-cast. Numbness and coldness of the 
estremities are common. The nails are sometimes bluish from 
impeded circulation. The Icnee-jerk is often exaggerated. Tran- 
sient local palsies sometimes occur. Angina pectoris and pseudo- 
angina are not uncommon. The action of the fitart niay be 
arliythmical, the sounds duplicated ; the second or arterial 
sound is usually accentuated. An hypertrophied left ventricle, . 
without valvular disease of the heart, should be suggestive of I 
the existence of vascular disease. Chronic interstitial nepbritJB I 
is a frequent result of arterio-capillary fihrosis, or of the samo J 
causes that give rise to the vascular changes. Cerebral and ] 
retinal thrombosis or hemorrhage may be amqAv-.atioM. 



Symmetrical Gangrene— Local Asphyxia. 

What are the eymptoms of symmetrical gangrene ? 

RannnuiVs disease, local asphifxm, or syrnmetrieal gangreite is an 
affection in which the lingers or toes on both sides of tbe body 
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Iwcrtmo cynnotlc, cileninloun and numb ; they inaj eren nndeigo 
NliiiiiLHiii'inin ^^nii^ronc-. T1u< pathology of the dteesfc U not 
kiKiwii ; II in corinklirrBil a va«o-motor neuroeis, the persisteBt 
iriiilini'll'iri of Ihu pcrijilieral capillarieB giving rise to the 

«i!n|itiini", 

'I'hii untictlitn Kometiiiica appears after exposuK to severe 
itiitil, Ilk oriHol in occiuslunally marked by the occurrence of 

hbtiiittiirla. 

How lira the lymptoms of Raynaud's diseaw end those letnlting 
n-om ft-oit-bite to be differentiated? 

'i'liii ii|i|ii'iLi-iLiiri!H jii'CM'iilftI liy linjTinud's rljscfise and lh(»e 
|irtiHi<iili<d liy friwl-blte may be alinoHl indiHtinguishable. Frost- 
blln U not likely, bowevyr, to exhibit the Hjmmetry of distribu- 
llnii iilwr-rvdil III fUBOBof Ilaynaud'sdiseBBc. The Hyniptoms of 

(Vni-t Mil', hi.mt.ivit, umially recede when cold weather departB, 
<^ l<ii' It" III. I mil i.iiiiiiiH of Uaynaud'fl disease persist, thongh, 
|i<iiii|< ii ■! I- i.iviib'd by cold. KaynauU's disease is not 
ii'ii- ;iiil_i ill ] PI lull-lit ujjon sevei-e cold as a cause ; while froa^^ 
Mir ix .'Nm^iiLliilly so <li',).'nd<'iit. ^M 

THE RESPIRATORY SYSTEM. ■ 

Kow trs uffootions of the apper air-pa8sag:eB (nose, pharynx, 
larynx and trachea) to be diagnosticated! 

'IliiMlliiuiiiihih tif afli^ctiona of the upper air- passages isljased, 
lij |iiii'l, ii|i<iii lihu kymptoms ; but the only certain methods are 
lliiii.e •<!' ilirft iwtjiection, or of iniUrect inspection by means of a 
Kiiiljililii nilrnir. For both direct and indirect inspection, 
proper Uhinilnatlon Is noccesary. When direct daylight does 
not iiillli'e, a relleotor Is employed, either with daylight or with 
nrllllolal llttht, Tiirro arc iilco ajiparatus for direct illnmination 
by ttrLllleliil Ughl. I'nlpntion willi probe or flnger is sometimes 
oddltionally nacoMiiry. 

U N "omullmcn imcensary to remove from the line of vision, 
hy iiiiuinH of luitniile retrnctors, certain stiuctni-es, ns the an- 
terior pnlntino fold*, the nvtila, soft pnlnle or epiglottis. 

Uy irinulH-tniwitlim, or traiisinissinii of light througli Ihe tis- 
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sues, infm'raatiou ifi BometimeB gained as to ihe comparative \ 
density of structure. 

Direct inspection of ttie nasal passages by means of a specu- 
lum inserted by way of tlie nostrils is called anterior rhinoscopy. 

Indirect inspection of the nasal pHssages by lueana of a 
mirror so placed in the pliaryos, behind and below the soft j 
palate, as to reQect an image of the posterior choanie and ' 
neighboring structures, is called poaterwr rhijiosixqn/. ' 
vault of the pharynx and the mouths of the Eustachian tubes | 
are esaniincd by the methods of pOBteri<)r rhinoscopy, 

IKrect inspectiou of the pharynx is termed direct pluirywjo- 
geopy. To carry it ont, only light to illuminate and a spatula 
to depress the tongue are required. Those parts of the pharynx 
inaccessible to direct inspecliou are examined by means of a 
mirror appropriately placed {indirect pharj/ngosmfiy). 

The laryngeal struetures are rarely aeceesihle to direct inspec- 
tion. Sometiniefi a part of the epiglottis' may be seen, and in 
exceptional instances a glimpse of the supra-arytenoid struc- 
tures has been obtained. 

LaTyTigomiopy is practised by means of a mirror so placed la 
the pharynx, with the uvula lifted out of the way upon the 
back of the mirror, as to reHeet an image of the deeper parts. 
In lavorable cases, the interior of the trachea, to its bifurcation, 
may be Keen. When the patient phonatea, the superior face of 
the vocal bands and the structures above are reflected. When 
the patient inspires deeply, the internal face of the Tocal bands 
and the structures below are additionally revealed. Une 
endeavors to observe the contour, the color and the motility of 
the various parts, and to determine the presence or absence of 
secretion, ulceration, cicatrices, abnormal growths or foreign 
bodies. 

To what conditionB ioay diffloulty of nasal respiration he dueT 

Diffieully of nasnl respiration may be dependent upon enlarge- 
ment, engoi^eraent or distortion of the septum or of the turbi- 

> A very long eplglof.Ms, rtsihle on direct inspection, when the pat 
"B'SIK*^i" has TicBQ miBtiikeii by physlolanE for a red warm, and 
byeterivHl patient, feeliog the epiglottis with ber finger, tbuught, IwcauM ! 
it wia broad and hard, that it was a tapewurtu. 



ntite bodies, upon Uie presence of foreign IjoiiieB, or of jwlypi 
or otber ueoplasins, or, etpecially in children, upon overgrowth 
of the glands (if tlie vitult of tlie pharynx (adenoid vegetations). 
The diagnosis can he made only by rhinoscopy, anterior and 
posterior, sonietiinea in conjunction with palpation. 

What Bymptoms other thaji those directly referable to the nose 
may arise from the coDditions that occasion difficulty in 
naakl reapiration f 
In addition to tlie local symptoms, the conditions that occa- 
sion dilliculty of naHal respiration may be attended I)y anemiu 
from deficient oxygenation, together with persistent cougli, facial 
tic, headache, nsthmatoid seizures, epileptiform cuuvulsioiis, 
chorea, esoptbalmic goiter, of various other reflex disturbances. 
The diaijmsis is to be based upon a careful study of ail of the 
phenomena and conditions, general and local. 

What is a freqaeiit, nuBiispected cause of epistazis? 

An ulceration or erosion of the mucous membrane of the nasal 
septum, usually situated near the anterior inferior angle of the 
triangular cartilage, ie a not unoommoti cause of epista\is. 
Malignant growth, especially sarcoma, which may involve the 
frontal sinuses and even be hidden from rhinoscopy is another 
condition worthy of mention. The bleeding may be iDsigniH- 
cant in quantity, and might easily be considered of little 
moment. 



Coryza— Acute Nasal Catarrh, 

What is coryia? 

Oiri/za or acute nasal catarrh is a superficial inflammation of 
the nasal mucous membrane, attended by sneezing and a prn- 
f\ise watery discharge from the nostrili<. There is usually head- 
ache and sometimes more or less fever. The swollen membrane 
and more especially the engorged turbinate bodies impede res- 
piration and modify articulation, lu the course of a few days, 
the discharge becomes more viscid, often rouco-purulent. Usu- 
ally the attack subsides completely in a. week. Conjunctivitis, 
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pharyngitis, laryngilia, broncbitis sincl Dlitis media are among i 
the cmi'plicatimis aud ^^eqmhf sometimes manifested. 

Hov is coTysa to be differentiated Arom influeniaT 

Hiome Huthorilies refiiBu to mnke a distincliou between cnryza 
ivnd inAuenza. C'oryza, with conjunctivitis or bronchitis, is 
sftinetinies e|)idemic. From fully-developed iuttuenza, simple 
coryza, whether due to cold, to nun-specifie irritation or to in- 
fL'Ction, differs by the absence of the conetltutional symploma 
and of the profound depression characterizing the former disease. 



Hay-Fever, 

What is hay-fever ? 

HnH-feuer, h/ui-tts«hmn, rofi-weal fei'er, aiituniTiiit eattrrh, -hme 
fold, roge-cold, idiosyveratk coryza, jieriodic vnsmnobo)- cnrijzn, are 
names applied to a group of symptoms developed in susceptible 
individuals as the efi^ct of special irritants upon the mucous 
membranes of the eyes and air-passages, more especially of the 
nose. The num^Mlatfons vary much in severity and in con- 
stancy in different individuals, and in the same individual at 
different times, aud comprise conjunctivitis, coryza, pharyngitis, 
laryngitis, broncbitis, asthma and gastric, enteric and renal 
crisoH. There is commonly intolerable itching of the eyelids 
and of the palate. Fever is not common ; but when it occurs, 
it is irregular. 

In some individuals the syndrnmo occurs when any irritating 
substance gains entrance to the nasal passages. In others the 
iwwder of certain drugs, such as ipecacuanha, or the pollen of 
certain plants, such as grasses, rag-weed, roses, is the excUmg 
cauK, The predisposing cause is usually a neurotic constitution, 
perhaps induced by excessive mental exertion or by undue in- 
dulgences ; sometimes the presence of nasal abnormalities ag- 
gravates the symptoms. 

In those in wliom the attacks depend on special pollens, the 
manifestations necessarily recur jieriodico!?^. lu North America 
tlie rag-weed is the most common provocative agent, and with 
most sufferers the attacks begin about the middle of August, and 
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last until the cause bas (lisappeared. Jnne-colds are dependent 
on hay and roses. 

How is hay-fever to be distingiushed from simple coryza? 

Tlie distinijuishing feiitures ot hay-fever are the iiivariahiiity 
of its causation, and the severity and association of its 
ayniptoRis ; together witli thi; rapid disappearance of syiuptonis 
on removal to a locality (usually the mouiilaiaa or the seashore) 
where the provocative agency is not present. 



I 



Acute Laryngitis. 

What are the symptoms of aoQte taryngitiBT 

Aeiile lanjntfiUs usually results from exposure to cold, or from 
the inhalation of irritating fumes. It occurs deuteropathically 
in the course of many indammatory and infectious diseaaes, 
whether general or of the respiratory or digestive organs. With 
great variations in the degree of severity, it manifests itself by 
laryngeal irritation, hoarseness or painful aphonia, painful deglu- 
tition, dyspnea and alight hawking cough, with mucous expec- 
toration. 

There may also be slight elevation of temperature. 

Laryngosc^kaUji, the laryngeal structures will be seen to be 
more or leas reddened and swollen. If tidema occur, the brealb- 
ing will be laboretl and stridulous, and, as a result of the im- 
pediment to respiration, cyanosis may develop. Laryngoscopy 
or palpation will reveal the cause. 

How is larynfitis to be distiBgnished from pharyngitia T 

The only reliable method of discrimiualion ia by inspection, 
both directly and by means of the mirror, as symptoms are very 
likely to be misleading, and the two affections not infrequently 
coesist. 

In pharyngitis the alteration in voice— aphonia or hoarse- 
ness, of laryngitis is wanting. The difficulty and pain of swnl- 
lowing are likely to be the less in laiyngitis, and inspection will 
reveal the seat of llic iuflammftlion. 
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r Bow does parotiditis differ ^om larynfitia? 

Ill pnrtiliUitis the vuk^u remsins unaffected. lu laryngilis 
tliere is no Bwelliitg about tlic face. 

How does tonsillitiB diSer irom laryngitiB ? 

Inspection discloecs tbe swelling uf tlie tonsils nnd the absence 

involvcmeat of the larynx. 

In tonsillitis the voice may be iiiisiil, but it i^ not lioarse or 
'loet ; cough and expectoration are absent, while the dillicully or 
breathing may be great. 

The ditBculty and pain of swallowing are greater in tonsillitis 
tlian in laryngitis. 

How does hysterical aphonia differ from acnte laryngitiB T 

Hysterical aphonia, as a rule, sets in more or less suddenly ; 
often in association with emotional distnrbaiu-c, in a pei'snn, 
usually a female, presenting other maniiestations of hysteria ; 
and is unattended with pain, difliculty of breathing or elevation 
of temperature. Laryngoseopic examination will reveal the 

C ""'•'"■ impairment of the vocal bands, and the non-existence of 
lammatory process. Recovery may take place as suddenly 
the onset. The attack is likely to be repeated, 
are the lymptoms of acute edema of the larynx? 
Jlcute edema of the larynx may occur so insidiously as to pro- 
duce death without giving rise to appreciable symptoms, or 
the symptoms may be sudden and overwhelming. 

When edema of the larynx occurs in the course of other 
affections, or as a sequel, there may be the usual prodromes nf 
indammatory fever, but as a rule tSie onset is sudden, and the 
severity of the attack rapidly increases. There arc local ten- 
derness, dryness and heat in the throat, with a sensation as 
of the presence of a foreign body ; more or less ineffectual 
cough ; raufDing or extinction of voice ; difficulty of swallowing ; 
" Iculty of inspiration, with harsh stridor, occurring in pnr- 
a that increase in frequency and severity, and unless re- 
' t>e' afforded, result in expiratory dlfflcuity and apnea. 
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Jtespiratvm is hurried and BpasmoUic ; the pulse is small, fre- 
quent and iiregular ; the tfvipertiturf is elevated ; the e^ are 
prominent ; the face is fluslied and anxious, finally cyanotic 

When dependent upon acute disease, the suffocative attacks 
will be abrupt and violent, and will recur at intervals of a fen- 
hours. 

When dependent upon chronic disease, the paroxjems ninv 
jmas off, to reeur irregularly, at progressively shorter intervals. 
Fever is absent, unless tlie underlying disease itself be febrile. 

Simple iusipeetion of the pharynx may reveal the awolk-ii 
epiglottis projecting up l>ehind the base o( the tongue. I'alpa- 
tfoii with the finger may detect a soft, elastic, bladder-like swell- 
ing of the epiglottis, or of the ary-epiglottic folds ; but unleFS 
cautiously practised it may induce a paroxysm of suffocation 
from the additional obstacle or irritation. Larytigosaipiv w- 
uminitlion at once reveals the cause of the symptoms. 

Wli&t are the symptoms of chranic ed^na of the larynx ? 

Chronk e(kina of llit larynx may be due to laryngeal disease, 
or to the usuul causes of effusions. It gives rise eventually to 
progressive difficulty of breathing, paroxysnially aggravated, 
with perhaps some impairment of voice, and pain or difficulty 
in Bwallowiny;. The diagnosis is only to be made by laryngo- 
scopy, in default of which palpation may perliaps be of service. 
How is chronic edema of the larynx to be distingnished from 
asthma? 

Friucipally by laryngoecopic examination. The paroxj'smR 
may exactly simulate asthmatic attacks. Suffocative parox- 
ysms, due to laryngeal neoplasm, may likewise be miBlskeu for 
asthma if laryngoscopic examination be not made. Before the 
days of laryngoscopy many cases of sudden death were found to 
be due to laryngeal neoplasm. 



Acute Tuberculous Laryugitis. 

What are the characteristics of acute tnbercnlona laryngitis? 

Ante UibeTCuhun Uiryiiifili.i is cliamclprized hy the rcmslilulioHiil 
symptoms of acute miliary tuberculosis, and loatllij hy gi-eal 
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pain in swallowing, by cough, dysphonia or hoarseness, and 
sometimes pain in respiration. Laryngoscopic inspection reveals 
peculiar thickenings of the epiglottis and other laryngeal struc- 
tures, which are quickly followed by ulceration ; or there may 
be ulceration from the first. Tubercle-bacilli are sometimes to 
be detected in the secretions or in the debris of ulcers. 

Laryngeal manifestations are sometimes observed before evi- 
dences of pulmonary tuberculosis can be detected ; but the lat- 
ter, sooner or later, become manifest. A somewhat rapid fatal 
termination is the rule, but recognized instances of recovery 
are multiplying. 

Laryngismus Stridulus. 

What is laryngismus striduluB ? 

Laryngiamua stridulits is a spasmodic affection characterized 
by contraction of the constrictor muscles of the larynx, giving 
rise to dyspnea, inspiratory stridor and a ringing, croupy cough. 
It occurs most frequently in rachitic children. The attacks arc 
paroxysmal and usually nocturnal. The child may be awakened 
from sleep with a sense of suffocation and an appearance of 
lividity. The paroxysm lasts for a few minutes and terminates 
with a deep inspiration, attended with a crowing sound. Occa- 
sionally death results in the paroxysm ; perhaps, from incarce- 
ration of the epiglottis. 

How does laryngismns stridulns differ from asthma ? 

Laryngismus stridulus is a disease of childhood ; asthma is 
rare in children. 

Bickets predisposes to laryngismus stridulus ; asthma may be 
apparently idiopathic, or some recognized irritation, direct or 
reflex, may be discoverable. The wheezing and rales of asthma 
differ from the cough and stridor of laryngismus. 

The asthmatic paroxysm terminates in abundant expectora- 
tion ; laryngismus stridulus subsides without critical pheno- 
menon. 
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Laxyngeal Vertigo. 

What is laryngeal vertigo "i 

The iiauie laryngeal vcrliff) is iipplied to a group ()f symptoraB 
of rare occurrecce Ihat tnJiy appear in connet-tion with i-etng- 
nized nervous diseases, as posterior spinal sclerosis or epilepsy, 
or without obvious explanatioD. The ayniptoms arc not alwiiys 
the same, but the ei^seiitial ctements in association are paia 
or spasm of the laryns, vertigo and perhaps syncope. The oc- 
currence of laryngeal vertigo should lead to careful search for 
sytnptuniH or signs of the causative disorder. 



Catarrhal Croup — Spasmodic Croup. ^^M 

Wiat it catarrhal or Bpasmodio croup? ^^* 

Catarrhal or sposmodic croup is essentially a catarrhal laryn- 
gitis, associated with a. tendency to spasm of tlie constrictor 
muscles of the larynx, causing paroxysms of suffocation. It is 
almost exclusively a disease of children. It raay/o/W exposure, 
may be Simultaneous with the prevalence of epidemics of influ- 
enza, of measles or of scarlatina. It may begin insidiously with 
slight hoarseness, or suddenly, with chill. It usually attracts 
attention at first toward evening ; the voice will be hoarse, with 
a slight cough. In the middle of the night, tlie child will sud- 
denly awaken, with crying and paroxysms of suffocation, and 
with a peculiar, ringing, metallic cough, which is termed croupy. 
The spasm may quickly pass away, or it may be repeated 
several times during the night and for three or four successive 
nights, thi) symptoms of ordinary laryngeal or laryngo-bron- 
chial catarrh being manifested during the day. BcmveTy may 
tafce place, or high fever may set in with a lirm, bounding 
pulse, flushing of the cheek, abnormal brilliance of the eye, 
and development of the obstructive symptoms of pseudo-mem- 
branous laryngitis. 

How does catarrlial croup differ from UryngismOB Btridnloal 

Laryngismus stridulus is a disorder of repealpd occurrence, 
and comparatively chronic duration, occurring in rachitic chil- 
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dren, and not associated with fever, nougli or other symptom 
ia flam in a Lion. Spasniodie crotip Ijegins acutely, is of sbort 
duratiou, attacks healthy as well as raehitic uhildreu, und ia 
associated with slight fever, cough and symptoma of catarrhal 
intlammation. 

How are cronp and edema of the larynx to be distingaiBhed I 
Apart from the revelations of laryngoscopy, croup is a disease 
of childhood priocipaHy — edema usually occurs in adults, Iii 
febrile cases the history of exposure to irritating fumes, or of 
other exciting cause of acute edema, the pain in swallowing, 
and the local tendemees ; in otber cases the absence of fever, 
and the knowledge of the existence of causative conJllions ; 
together with the absence of the croupal cough, and the purely 
inspiratory character of the stridor, are additional discrimina- 
tive features of edema. 



Membranous Croup. 

What are the symptomB of membranotiB croup? 

MenibrunOKs '•roii/i or pseudo-niernbranouii iaryiiji'Iis, whether an 
idiopathic disease _or due to the extension or original formation 
of diphtheritic membrane in the larynic and trachea, is mani- 
fested by symptoms of mechanical and spasmodic or paralytic 
obstruction of the larynx and tracliea, associated with more or 
less fever and the constitutional symptoms of diphtheria, if that 
.se be present. In some instances, the palate, tonsils and 
pharynx are involved in simple, exudative or diphtheritic in- 
flammation. In severe cases, the process extends into the 
'bronchi, and in some cases there is pneumonitis. There is a 
peculiar ringing cough, which grndually becomes muffled, with 
|)i'iigresaive muffling or extinction of the voice ; and great difli- 
culty in breathing, intensified in paroxysms, which may pro- 
gress to suffocation. Evidences of the severity of the obstruc- 
tion are the recession upon inspiration of the soft tissues above 
Bud below the sternum and the use by the child of tbe 
auxiliary muscles of respiration, in its efforts to obtain breath. 
3^bere is extreme restlessness and agitation, with paroxysmal 
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exacerbations, attended 1jy protrnsioti of the eyeballs, dibleiiti'iii 
of the aostrila, flushing of the cheek, grasping Rt supports. 

iSonietinies a child will sit up straight in hud and clutch n.1 its 
neck, as if trying to pull away some obetruction. 

Suffocallve paroxysms, being ijarlly spasmodic, are eometiuicH 
relaxed hy the effects of the reBultiog carbonic aeid poisoninfi, 
and with the production of cyanosis there conies a deep sighing 
expiration, followed by a deep inspiration, and a period of com- 
parative quiet. 

Flakes of membrane or even membranous casts of the trachea 
and bronchi may be expectorated. Tiie dwatton may l)e ehorl, 
from twenty-four to forty-eight hours ; it may be prolonged lu 
two or three weeks ; usually, however, asphyxia or recovery oc- 
curs iu from flye to eight days. Convulsions often precede death. 

How are membranous croap and retrophaiyngeal abecesa to be 
distingaiahed ? 

Itetropharyiigeal abscess may be detected by inspection and 
palpation. The evidence of tuberculosis or syphilis, the history 
of previous infectious disease, may be suggestive of abscess. Tlic 
voice is toneless but distinct in croup ; In abscess it is nasal and 
indistinct. In abscess there are pain and difficulty in swallowing ; 
these symptoms are absent from croup. In abscess there is still- 
ness of the neck, with tumefaction and pain on pressure exter- 
nally ; this is not the case in croup. In croup there is a i>c- 
culiar cough and sometimes expectoraliou of false membrane ; 
these are not present in abscess. 

How do membranous cronp and catarrhal croup difier ? 

In catarrhal cronp fever and constitutional symptoms are 
slight. In mombrnnous croup, fever is severe ; and in diph- 
theria, toxemic symptoms nre evident. 

In catarrhal croup the obstruction to breathing is purely spas- 
modic, and disappears with relaxation of the spasm. 

In membranous croup there is mechanical obstruction, con- 
tinuing when the spasm has passed. 

In catarrhal croup the voice remains clear, or at most becomes 
hoarse ; the cough preserves its ringing, " cronpal" character. 
In membranoiia croup voice and cough become toneless. 
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In membranoufl croup sbreda of membrane or casts may be 
espeatomted, and diphtheritic membrane ia sometimea viaible 
in tlie pharynx. Laryngoacopic inspeiition, when possible, will 
I settle the diagnosia. 
How is obfltructlon of tlie larsmx, trachea or a bronchos b; a 
foreign body to be distingnished from croup? 
In the absence of the iiisLorj, which would at once prevent 
, the jack of f'evei' and ita concomitants, the absence of 
I the peculiar cough, the variation in the aymptoms, and finally 
I laryngoscopic examination or the evidences of bronchial obstnic- 
? tion discovered on anscultatiou and percussion, permit the diag- 
I nosia of foreign body to be made. 



I 



Whooping-Cough— Pertussis, 

What are the symptomB of whooping-cough ? 

Pertussis, or ichoopmg-cotigk, is a contagions disease of cliild- 
hood, attended with cataiThal ayniptoms, to which ia added a. 
peculiar congli, occurring in paroxysms and attended with a. 
characteristic whoop. For several daya there is coryza, accom- 
[tanied with an acrid discharge, conjunctivitis, laryngitis and 
bronchitis. The cough ihen becomes paroxysmally explosive, 
a series of expiratory efforts being followed by a peculiar, ring- 
ispiratory whoop. During these attacks the child may 
become livid and appear as if about to suffocate ; sometimes 
vomiting is induced. The violence of the cough may cause ul- 
ceration of the under surface of the tongue on either side of the 
fi'enum ; or tliere may be hemoptysis or epistasis. The piiros- 
ysms are repeated with variable frequency. The disease may 
.last many weeks, the severity and number of attacks progress- 
ively dimiuiahiug. It may be complicated by catarrhal pneu- 
monia, which sometimea proves fatal. Bronchitis may long por- 

Vhat are points of discriminatioD between membranons croup 
and whooping-cough? 

In whooping-cough there is little or no fever, no continuous 
dyspnea, no alteration of voice, and the child Is usually up and 
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about, unless there it) pulmonary complication. In croup there 
ia not the characteriHtic whoop. 

What are the differential ieatnres of laryngiimna striduIuB and 
whooping-congh f 

Laryngismus atriduluB is a paroxysmal neurosis, most com- 
mon in rickety children ; whooping-cough in a contagious diB- 
euse that attacks all children alike. 

The cough of laryngismua stridulus is croupy ; that of whoop- 
ing-cough occurs as a series of explosive expiratory sounds, fol- 
lowed by a distinctive inspiratory whoop. During the intervale 
of freedom, whooping-cough presents the symptoms of bron- 
chitis ; laryngismus stridulus does not. ^H 



Chronic Laryngitis. ^^| 

What are the symptoms of chronic laryngitis 1 

Chronic laryiiijitii may he a result of repeated attacks of acute 
laryngitis ; it may depend on nnsa! disease, gastric catarrh, 
dilated heart, conatipatiou, or kidney disease, or other near or 
remote atfection. It is common in those who use their voices 
improperly or immoderately, and in those who smoke to exceas. 
It is characterized by hoarseness, persistent, irritable cough 
and discomfort in phonation and deglutition. Laryngoscopically 
the structures within the larynx are seen to be thickened, con- 
gested, covered by tough secretion ; the vocal bands have lost 
their pearly, glietcniug ap|)earancc, and their motility may be 
impaired. In many cases chronic laryngitis is of tuberculous 
or of syphilitic origin. 

Bow is chronic laryngitis to be distingiushed from l&ryngeBl 
neoplasms? 
The only safe method of diagnosis is by nieaoa of laryogo- 
scopy, and ila neglect is crimiDaL 




PHYSICAL DIl 



I 



Chronic Tuberculosis of the Larynx. 

What are the characteristicB of chronic tubercalosis of the 
larynx? 

In case of dironic iwbercwiosfs of the larynx the Bubjecttve and 
objcctivs sjmptoniB maj be aim|ily those of ordiaary chronic 
liiryngitis, or there may be characteristic tuniefattionB, ulcera- 
tions or vegetations in the larynx, or all combined ; with more 
or less paiu and difSculty in gwallowing and in reepiraUoD, and 
alteration of the voiee. The signs of pulmonary tuberculosis 
are usually well advanced. Cases of recovery from the local 
disease in the larynx, or of its prolonged iibeyauce, are not mre. 

How are paialyses, ulcerations, abscesa, stricture and other 
conditions affecting the larynx and trachea, and giving 
rise to alterations in voice and difficulty in respiration, 
to be diagnosticated ? 
The only reliable mttliod is laryngoscopy. 



PHYSICAL DIAGNOSIS. 

What are the methods of physical exploration ? 

In a phi/sieai &^ioralion, systeuiatically conducted, five 
means of iirvestigatian arc employed : ins^iection, wenttwatimi, 
palpation, percussion and awculUUion. 

What does physical exploration teach? 

physical exploration information is gained of physical or 
mechanical conditions, so far as these may influence tlie size, con- 
tour, movement, temperature, density, elasticity and acoustic 
relations of the structures examined. The nature of patho- 
'tOgic conditions cannot be directly determined from physical 
signs, but is to be inferred from the latter in association with 
all other phenomena in a given case. 

What ii to he learned hy inspeotion 1 

By inspretiem the general appearance of an individual is 
ftnoted— the height, the apparent relative nutrition, tlie color. 
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i\ui con figuration, the movement, * the state of the pupils, the 
expression. 

Examining the chest more especially, its symmetry or asym- 
metry, its fulness or retraction ; the frequency and character 
of the respiratory movements ; the extent of the respiratory 
excursion ; the situation, extent and vigor of the cardiac im- 
pulse are observed, and abnormal manifestations are looked for. 

The chest is clitstended symmetrically in emphysema and 
usually in case of hydrothorax ; pleural effusions and pneumo- 
thorax commonly occasion unilateral bulging. 

The chest is retracted when the parietal and visceral pleurae 
arc adherent, and when the lung is shrunken, as in interstitial 
pneumonitis. The retraction is well marked after some forms 
of operative treatment of empyema, and when the lung is col- 
lapsed from any cause. 

A healthy adult breathes from eighteen to twenty times in 
the minute. The normal respirator}' excursion is curtailed and 
the frequency of respiratory action is accelerated by almost all 
diseases of the lung and pleura and also in case of peritonitis. 
The respiratory frequency is also accelerated when the pulse 
is quickened, as in febrile conditions. In case of pleurisy, the 
|>atient lies on the affected side, so as to reduce to a minimum 
functional movement of that side. Rapidity of breathing may 
1x3 hysterical. Women breathe mostly with the upper portion 
of the chest ; men with the lower. 

What is to be learned by mensuration? 

Men^furntion determines with precision what inspection does 
approximately : the size, con tigu ration, symmetry or asym- 
metry and respiratory excursion of the chest. 

What is to be learned by palpation? 

By tr/urh or palpation one distinguishes elasticity from rigidity 
and resi.stanee, investigiites the existence of pain or tenderness, 
of edema, of moisture or dryness, of heat or cold. When the 
palm of the hand is applieii to the chest of a speaking person a 
diffuse, vibrator}' sensation is ix^rceivetl, usually slightly greater 
in intensity on the right side than on the loft. This is known 
H?i the tocal or tactUt franitus. 
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increaaeil in conditions of condensation of the luug or 
thickening and adliesion of tlie surfatee of the pleura. It is dinii- 
minished or lost over collectioua of fluid in the pleui-a. Variatioas 
in vocal fremitua correspond pretty closely with variations in 
vocal resonance. Sometimes a pleuritic friction-rub can be felt. 

How ii percnssion perfbrmedT 

Pereunsioii may be iminedvUe or niediate. In the former a 
sUarp blow is struck with the tips of the Dugers bunched tt^ether, 
or with the pahnar surface of the extended fiugei-s. 

Mediate peKiaati/m is performed by means of a, thin, flat plate 
of ivory or of hard rubber (called a pleximeter), applied over the 

irt to be examiued, and a small rubber-tipped hammer [called 

plexor). 

For many purposes it is preferable to use the extended finger 
hand as a plexlmeter, and the index or middle finger (or 
both) of the other hand as a plexor. Percussion ia said to be 
weak or strontf, mperjUial or deep, according to tlie energy of the 
blow of the plexor. 

What is to b« learned by percnssioiL t 

Per'.iisswii gives iuforuiaLioii as to the relative distribution of 
gases (usually air), fluids and solids in the structures examiued. 
.ttention ia paid to the qucdily (or limltre), the j/iic/i and the 

fnsitj/ of souuds, 

Percussion of the healthy chest elicits a sonnd called etear, 
representing the normal, pulmonary, reaiatlar rewmaiice. This 
may be impaired by increased density of the pulmonary tinsues 
or of supei^jacent structures — as in interstitial pneumonitis, in 
pleural thickeuiDg or when the chest-wall is thickened. 

PercttSSKm-dulneas is dependent upon a high degree of conden- 
sation—as in the soUdlflcation of pneumonia, or at the late stage 
of tubercle-fbrmation. 

The sound elicited over solid visi 
spleen, or over serous efliisions — as 
pericardium, or in ascites, is, flat. 

The sound occasioned by air (or gt 
than the alveoli of the normal Inn 
tymtmnilic—as in vesicular emphysei 
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era, as the liver, heart or 
in hydrothorax or liydro- 

a) in inclosed sitaces larger 
5 may be hyjifr-reMiiitiil or 
la or over the intestines. 
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All amphryrie or metallic souiid ia elicited by percussion o 
lai^e closed cavities, with tense naUs, coutalning air— as a i 
tended Btonutch or a large vomica in the lungs. 

A amek»l-p(A or cracked-metal soiiad is occasioned by jier- 
cuBsing over a cavity of some size, with a small opening, through 
which air escaijes— as in tlie case of a pulmonary cavity coiu- 
niunicaling with a bronchial tube. 

The pereuBsion-soundB may display alterations in cUgree or 
jn'tc/i, and in ialenatty or whinie. 

Increaaed density gives heiglitened pitch— lience a dull sound 
is higher in pitch than a clear one. The pitch of tympanitic 
Mounds varies. As a rule, it is liigher than that of the normal 
pulmonary resonance. Other things being equal, the greater 
the vohiiiii! of matter set in vibratiim ihe greater the intensity 
of the Bound. 

By mediate percussion with the lingers a s^ense of ehtslicily, 
or of Ttainlanee, can be appreciated. 

Sometimes auscultation ie practised by one white a second at 
the same lime practises percussion— so-called auscultatory per- 

The percussion sounds elieited during fUll-held inspiratioi 
differ from those elicited during full ex pi ration^ so-called n 
tor;/ jiemission. 

How is aascnltation practiied? 

liisrullatkm, like percussion, may be immediale or tnetjinl 
In the former, the ear is directly applied to the pari to be 
auscultated ; in the latter, nnscultatiou ia performed through 
the mediation of a stethoscope. Stethoscopes ore monaural or 
binaural. Each has its ndvantagcB, The student should 
become familiar with all of tlio methods of auscultation. 

What is to be learned by auscultation? 

IwicuUaticm gives infonnatiun as to the movement of air ai 
fluids, as to the comparative calibers and lengths of the tul 
through which the air pnsBcs, and as to the- presence in the |>al 
»f the air-curreut of matters capable oF acting the part of rei 
u the production of musical tones. 
Listening to the normal respiratory sounds one hears a soft, 
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■, followed by a, 
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c wanting when there 
.ir iu the lung — as in 
I oculusion of the air- 
ir when the air vesiiiles 



iezj inspiration— the no)-mal vesieuhr n 
scarcely audible, briefer expiration. 

These sounds niny be exagyeriilBd—»& they aormally are in 
children ; hence they are then called puerik. 

The respiratory sounds are also intensijied in a lung, or in a 
portion of luag, performing an excess of function— as after 
violent eserciae, or, compensatorily, when the function of tiie 
other lung, or of a portion of the same lung, is interfered with 
by condensation or compression. 

The respiratory murmur is enfeebled oi 
iaan obstruction to the circulation of a 
incipient pulmonary tuberculosis, and i] 
..passages— as by intrathoracic aneurism, ( 
'have lost their elasticity— as in emphysema. 

The respiratory murmur is rendered harsh, and la heightened in 
pitch when the bronchial tubes are thickened, and their caliber 
IB narrowed~aa in bronchitis. Under similar conditions, rhonchi 
or dry r&les may be heard— si Wtaiii, if generated in the small 
tubes ; aoiiorous, if generated in the large tubes. Sometimes the 
sounds are hvjh-pilcheA and tcheemng. 

If the vesicular murmur is but partially obliterated, the 
breathing is called vesioilo-hroncliial ; or if the bronchial element 
predominates, hroncko-veaimlar. When occlusion of the alveoli 
entirely obliterates the vesicular quality, the breathing is said 
to be bnmchiol or luftufrtr or felominff ,- these terms respectively 
indicating progressive encroachment upon the integrity of the 
smaller air-tubes. In case of a. cavity in the lung, the breathing 
may be mvevnovs; if the cavity have a tense wall and a small 
oriGce of communication with a bronchus, the sound transmitted 
to the ear is ampkork. 

The presence of secretion in the bronchial tubes occasions 
rdtes, nsually qnalified as ixoist : guJicrepttunf, if in the smaller 
tubes, mucotis if iu the larger. 

The presence of Huld in a vomica may give rise to InibbUng 
or gtergling. 

The separation of the adherent surfhees of pulmonary alveoli 
Ined by viscid secretion, as in pneumonia, gives rise to the 
int r&le. When Isolated softening of pulmonary tubercles 
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taken place, a sound is generated compnrable lo that produced 
wheu salt is tlirown upon Are, or when a few hairs are nihbed 
together between the Angers — so-called oraekling. 

When moist r&les are heard through solidified pulmonary 
tissues they ate transmitted with a peculiar clearness and witli 
a sort of ringing character. They are then called coiisnnatin'i. 

In the first stage of pleurisy, before effusion has taken place, 
and in the third stage, after the fluid poured out has been 
absorbed, a coar»e cruckUwj, or creuking, or raniAntj sound of 
pleural /rictioti may be heard. 

In case of pneumothorax resulting from the perfoi-atiou of a 
pulmonary vomica into the pleural cavity, vibration of the fluid 
that has been eShsed sometimes gives rise to Tnelallic tinkling. 
Under similar conditions, or in case of a large vomica contain- 
ing considerable fluid, vigorous shaking of the patient, with the 
ear applied to the chest, may elicit the sound of splasliing— tlie 
so-called Hippocratic auccuvsioii sound. 

When the ear is applied to the normal chest of a speaking in- 
dividual a confused sound is heard — the vocal resonmici. 

If fluid is effused into the pleural cavity the transmission of 
the voice is intercepted below the upper level of the fluid. If 
the pulmonary tissues are solidified, as in pneumonia and tuber- 
culosis, the resonance is increased, constituting bronchophony. 
When spoken language and whispers can be distinguished, the 
phenomena are termed peetoi'iloquy and fMspering peOanloquy 
respectively. The latter, if circumscribed, is usually indicative 
of the existence of a cavity in the lung. 

When, in the coui-se of pleurisy, a small quantity of fluid has 
been poured out the voice is tmnsmitted above the level of the 
Quid with a peculiar bleathig character, constituting egoplimty. 

Not only may the character of the breath -sounds be altered, 
but their rhytiim may deviate from the normal. Thus, expiration 
may be prolonged, as when, as in emphysema, the elasticity of 
the walls of the alveoli is diminished ; or the expiratory sound 
may he prolonged or jerking, as when, as in the early stages of 
pulmonary tubercutoais, there is some obstruction to the CXi' 
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Acute Flearisy. 

What are the symptoms of acute plearisy ? 

Aciite pleurifj/ mny set Id with ti cliill and eliarp pain in the 
side, aggravated by the respiratory movements, Tlie dyspnea 
rally be slight or considerable. Tlie Umperalure neee moderately 
liigh ; the breathing is feeble, shallow and rapid. There is slight 
irritative cough, and scanty, frothy expectoration. Id the course 
of a few days the symptoms snbaide, and at the end of a week or 
ten days the patient is well. Acute pleurisy mny occur as a 
primary condition. It may follow traumattsin or exposure to 
cold. Quite commonly it is secondary to inHnmmation of adja- 
cent structures, especially of the lungs. It iilso occurs in the 
course of various infectious diseases of nejibritis and of rheuma- 
tiiim. Pleurisy may be " dry" or attended with cftusiou. Effu- 
sion gives rise to respiratory and circulatory embarrassment 
proportionate to the volume of fluid poured out. 

The fluid poured out miiy not be readily absorbed. On the 
contrary, it may remain obstinately persistent. In the course 
of time, it may become purulent ; under other circumstances, it 
is purulent from the outset; in either case the condition is 
known as empyeina. More commonly, the fluid is absorbed and 
rthe two layers of the pleura become adherent, with obliteration 
tf^ the pleural cavity -, in the progress of the case considerable 
thickening takes place, followed in turn by retraction of the 
chest. When the effusion is purulent there are repeated rigors, 
fever, sweats and emaciation ; otherwise the health may be 
preserved, unless the chronic pleurisy is tuberculous. By the 
action of the heart, puiaatiou may be imparted to a collection 
of fluid in the left pleural cavity, so that an aneurism may be 
simulated. When the collection in purulent, the condition is 
designated jwlsnior;/ eni/iyifiim. 
That are the phyaical signB of acute pleurisy ? 

For convenience of study, the physical signs of acute pleurisy 

.may be considered in thrte stages. In the Jirst, or plaatK stage, 

tile sni-faces of the two layers of the pleura, roughened by 

:udation, slide over one another in iuspiration and expiration, 
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a harsh, creaking sound is heard, Ihe vibration occasioning 
which may sometimes also be appi-eciable on palpation— the 
so-called friction -sound or rub. The breathing is shdllow, feeble 
and rapid ; the tnovementa of the affected side being reRtrained 
in the greater degree in order to mitigate the pain. 

In the secoTid stage, or stays of effuMon, serum in varlabli; 
quantity, possibly mixed with blood, is poured out into the 
pleuritl cavity. The corresponding lung is pushed upward and 
backward, and the heart, liver, spleen and diaphragm may I* 
Jiaplaced. One side of the chest appears larger than the other, 
and the interspaces corresponding to the situation of the 
effusion are abnormally prominent The curdiac impuhe is 
visibly displaced. Tlie res^rulory ercursion is limited. Below 
the upper level of the fluid the percusntm-nole is flat ; above, it 
is subtympanitic. Through the effusion the breath-sounds are 
heard feebly and indistinctly ; the voiee-vibrationa are not trans- 
mitted to tlie palpating hand ; uor, aB a rule, to the auscultating 
ear, though exceptionally bronchophony may exist. To the ear 
applied to the chest above the level of the fluid tlie voke may 
be transmitted with a peculiar bleating quality— constituting 
egophony. 

In the third stage, the effusion has been absorbed and the 
apposed layers of pleura again come in contact. The friction- 
souud of the first stage returns. Ultimately the pleura may 
be restored to its original condition or its apposed surfaees 
may become adherent and thickened, giving rise to retraction 
of the chest and perciission-dnlness. 

How does aoat« pleuruy difibr from oroupoua pneomouia^ 

Pleurisy usually accompanies pneumonia. The signs of the 
former, however, should not be permitted to obscure the exist- 
ence of the latter. Neither the local nor the general symptoms 
of pleurisy are so profound as those of pneumonia. While 
pneumonia may llien present the symptoms of pleurisy, pleurisy 
does not present the blood-streaked expectoration, the crepitant 
rfile, the blowing breatliing, the deSciency of the chlorides in 
the urine, or the critical termination of pneumonia. 

The percuss ion -note of pneumonia ia dull ; that of pleurisy, 
when an effusion exists, is flat. The dulness of pneumonia is 
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usually over a lower Inbe ; that of pleurisy la uuiversally sit the 
base. In pleurisy, liiu breftth-souuds ave licard feebly, or not 
at all, through the efTuBion ; in pneumonia the breathing is 
lii'onubial. Vocal resonance aad fremitus are increased in 
pneuinouiii ; they are diminished or absent in pleural effusion ; 
above the fluid, however, a bleating sound is transmitted to the 
nuscultating ear. Simple, uncomplieated pneumonia is un- 
attended with friction-souuds and occasions no displacement of 
adjacent viscera. 
How are intercostal nearatgia aad acat« pleurisy to be dif- 



The pain of intercostal neuralgia may simulate that of aeute 
pleurisy, and give rise to rapid, shallow, feeble respiratory 
movements. Intercostal neuralgia is paroxyenial and unat- 
tended with ft-iction-sounij, duloesa on percussion or fever; 
it occurs iu anemic individuals with neurotic tendencies, and 
may be attended with a unilateral herpetic eruption iu the 
course of the nerve alfected. In addition there are a number of 
tender points. 
' How are a pleuritic effusion and an hydatid cyst of the liver 
to be differentiated? 
When an hydatid cyst of the liver attains proportions snf- 
Rcient to give rise to deduite physical pbenomeua, these will 
appear iu a region beyond that in wliich the signs of a pleuritic 
effusion on the rigbt side are found. The history of an acute 
attack is wanting, while it is present iu pleuritic effusion. 
Neither in case of pleuritic effusion, nor in case of hydatid of 
tlie liver, is the percussion-duluess confined to the right hypo- 
. chondrium ; in the one it extends rather upwards, in the otlier 
downwards ; in the latter il is associated with fluctuation. In 
a case of hydatid cyst it may by percussion be possible to elicit 
I the characteristic thrill nr fremitus. In a case of pleuritic 
I efibsion the breath-souuda aud Ibe vibrations of the voice are 
I feebly transmitted ; breath-sounds, vocal resonance, and fremitus 
I are unaltered in hydatid cyst of the liver. Egophony is ehar- 
I acteristlc of the presence of fluid in the pleura ; it is thus 
I not present in case of hydatid eyst of the liver. Exploratory 
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puncture may determine the preaence of hydatid hookleta, the 
detection of which places the dingnosiB beyond doubt. 
How ftre a pleuritic effusion and abscess of the liver to be differ- 
entiated? 
SymptuiUB of respiratory iuterfereuce are naturally lees coii- 
spieuoHB in case of abscess of the liver than in case of pleurilio 
effiiBion. Hepatic abscess may occasion tumefaction in Ihe 
right hypochondrium ; pleural effusion renders the chest asym- 
metrical from unilateral bulging. Pleuritic eR^ision impairs 
the tmnsmissioD of the bieath-sounds and of the vibrations of the 
voice, which is unaltered by an hepatic abscess. Egophony may 
be elicited in case of pleuritic effusion, but not in case of hepatic 
aljscess. Rigors commonly attend an ahscesB of the liver ; they 
only take place in cases of pleuritic effiisiou when suppuration 
has occurred. In case of hepatic abscess, there is usually a 
history of gallstone, of ulceration of the bowel or of pyemia ; 
in case of pleuritic effusion, there is a history of an acute attack 
of pleurisy. Hepatic abscess and perihepatitis may, however, 
give rise to pleural cffusiou by extension. 

How are pleuritic effusion and abscess of the spleen to be differ- 
entiated? 

Abscess of the spleen is most common as a manifestation of py- 
emia ; pleuritic efflision is a sequel of an acute pleurisy. The 
symptoms of respiratory derangement, a necessary part of pleu- 
ritic efiiision. are subordinate in case of splenic abscess. Be- 
peated rigors occur in abHCess of the spleen; rigors occur 
in case of empyema, but not when the effusion is not purulent. 
Egophony may be developed when fluid is present in the pleu- 
ral cavity, but not in case of splenic abscess. 
How is an intra-thorocic tnmor to be distinguished from 
chronic pleurisy ? 

Tumors in the chest may arise from the pleura or from the 
lung ; they may develop in the mediastinum ; or they may 
he aneurismal. Malignant tumors are secondary to gi'owths 
elsewhere— an clement in diagnosis. They give rise to circum- 
scribed areas of dulness oti percussion, not necessarily limited 
to oue side; to enfeebled breathing and perhaps tVlction-sounds ; 
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fin their pbyaicftl eigna, they more closely resemble encysted 
I pleurisy than ordinary chronic pleurisy. When actually com- 
plicfiled by pleurisy, the diagnosis may not be possible. Aneu- 
rismB occur in the course of the aorta and large vessels, and, in 
addition to the cTideoces of tumor, are accompanied by thrill, 
bruit and pulsation. 

How are a pleuritic effoBion and hydrothoras to be differ- 
entiated 7 
Hydrothoras occurs as a result of cardiac insufficiency or as a 
part of a general dropsy, from nephritis for instance. 

In contradistinction from pleuritic effusiaii, the eltVision of hy- 
drothorax is bilateral. In the former there has been an antece- 
dent pleurisy ; in the latter theie ate other evidences of cardiac 
failure or of a general dropsy. 
^_ Hov ii a pericardial effusion to 1k distdngulBhed tram a plenral 
^B effniion f 

^H A pericardial elTusion occurs under circumstances similar to 

^B those that give rise to a pleural effusion— as a result of iu- 

Banimation or as a part of a general dropsy. The position and 

outline of the percussion-duluess to which a pericardial effusion 

gives rise, however, are entirely different from what is found in 

IB case of pleural effusion ; nor arc the breath-sounds notably in- 
Cerfered with, while the circulation is embarrassed and tho 
Iieart-Bounds arc almost obliterated at the cardiac apex. 
A 



Acute Bronchitis, 



rWliftt are the symptoms of acute btonchltis? 

e bronchitii resuitfi from exposure to cold, the inhalation 
of irritating fumes, or as a secondary disorder in the course of 
fevers, rheumatism or heart-disease. There is irritative cough, 
and, al first, scanty mucous expectoration, which subsequently 

, becomes more copious and muco-purulent ; slight elevation of 

I' temperature ; incrensed frequency of respiration ; some dyspnea ; 

V retro-sternal pain, and mild constitutional symptoms. 

it are the physical signs of acute bronoMtlB T 

Tlie c/t«3t is not deformed and expands well. Tlu' pii-i-unfi'm- 
B vesicular. The breaUiiny is harsh at first ; dry riles, 
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IS anil Bibilant, are hoard ; subsequently large aud small 
moist rales. Vocal resonance and freniiUis are not perceptibly 
altered. 

How does acute bronchitis differ from acute miliary tuberca- 

lOSiB? 

In acute miliary tuberciiloeis the dyspnea ia greater^ the tem- 
pei-ature ia higher, with greater oscillations, the breathing i^ 
more rapid, and the symptoms are more profound tban in acute 
bronchitis. The further progress of the case clears up any pos- 
sible doubt. Kecovery from acute bronehitis is the invariable 
rule. Pulmonale consolidation and softening, percussion-dul- 
ncBS and fine moist r£tea, emaciation, lieclic fever, gradual fail- 
ure of the vital powers and ultimately death mark the usual 
course of acute miliary tuberculosis. 



Chronic Broncliitis, ^^H 

What are the symptom! of chronic bronchitis t ^^^ 

Chrmiic bronclitiis is usually a result of repeated attacks of 
acut« bronchitis ; it may manifest itself as a special suscepti- 
bility to acute bronchitis ; at first it appears as a winter cough, 
subsequently becoming continuous. It may obstinately resist 
treatment ; it is attended with a good deal of cough, copious 
mueo-purulent expectoration, marked shortness of breath, and 
may in time give rise to emphysema, or to bronchiectasis. It is 
often attended with loss of flesh and strength. 

What are the physical signs of chronic bronchitis ? 

If emphysema coexists the chest may be enlarged ; otherwise 
it is not abnormal in size or form ; the resptralory excursUm is 
somewhat diminished ; the pereusswn'resonance is little or not 
at all impaired ; tlio brealhinij ia hareli and may bo feeble, the 
bronchial element preponderating. Coarse rSies, moist and 
dry, arc heard at all irnrla of the chest. Vocal franUvs and 
resonance are rather increased. 
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How is chronic btoncMtis to be distmgaiEhed from interstitial 
pneomonitis? 

A certitia degree of bronchitis commonly attends interaiitial 
pneumonitis ; but tlie cheat is likely to undei^o reti-nuLion, whieh 
is Dot the case in brouchitis. If impaicnient of resonance attend 
cbronic bronchilin, it is general and not well de&ned, while tlic 
dutneas of interstitial pneumonitis is the more circuDiiicribcd 
and the more decided. 

How does chronic bronctaitia differ from pulmonary tobei- 
cvloml 

While chronic bronchitis may be attended with obstinate 
cough, muco-pnrnlent, sometimes blood'Streaked, expectoration, 
loss of flesh and strength, the physical signs are general in tbeir 
distribution and not localized as in tuberculosis. The impair- 
ment of resonance is not so great In cbronic bronchitis as it ia in 
tuberculosis. The elevation of temperature observed in tuber- 
culosis is wanting in brom:biti!^. Tubercle-bacilli are not found 
in the sputum of casee of simple chronic broucbitis. 

Plastic Bronchitis — Pibrinons BronchitiB. 

"Wliat are the characteristicB of plastic or fibrinous bronchitis 1 

In addition to the phenomena of ordinary bronchitis, there 
■re present in plastic brtmekilis decided dyspnea and cyanosis, 
together with the expectoration of tough, fibrinous casts of tbe 
smaller bronchial tubes ; there occur lancinating pains in tbe 
chest ; and there may be bleeding from the nose and mouth. 

Putrid Bronchitis. 

What are the clinicai features of putrid bronchitis ? 

In case of broncbilis with bioyuhial ililatation, accnnuilation 
of secretion may take place, with ulcei'ation and inflammation 
of the bronchial mucous membrane, as a consequence of which 
expectoration is augmented, the breath and sputa possessing an 
offensive, fetid odor. To these phenomena fever and a typhoid 
condition may be added— and even pulmonary gangrene may 
supervene. 
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Bronchiectasis. 

What is bronchiectasiB? 

Bronchiectasis consists in a cylindrical or saccular dilatation 
of the bronchial tubes, usually developed in the course of some 
condition attended with powerful or sustained expiratory 
efforts — such as chronic bronchitis. It may also result firom 
contraction of the peribronchial tissues. In addition to tbej 
symptoms of the causative affection, the characteristic feature 
of bronchiectasis is the periodical occurrence of paroxysms of 
cough, attended with the expectoration of large quantities of 
muco-purulent secretion of offensive odor. The tubes filled with 
fluid may give rise in small areas of irregular distribution to 
percussion-dulness that disappears with the evacua^on of the 
fluid. On auscultation large, coarse, moist rales and gurgling 
may be heard. If of moderately large size, broockiectatie cavi- 
ties may yield a hyper-resonant percussion-note, with blowing 
breathing and whispering pectoriloquy. 

How does hronchiectaffls differ from pnhnoBSiy guigrae? 

The grave constitutional symptoms of gaugi^De ane lacking 
in bronchiectasis. The exptvtoraiion of both is i^densive, but 
thai in gangrene is actually feiid. The spclsm cMf gauDsn^oe 
contains shreds of i'UImonar\- siruo;ure : :hM of )*inMxiiMUtsis 
docs no:. 



How does bronchiectasis differ from pvllBcsaiy 

A sa*>ouLa:^ di-ii^:: :•:: o: a brMi.hiil :,.he octtiiJuiaB^ ifload 
frills :hr ihysiLtil >-::i::".::is -:: in i:gots> occaiTf::oi^*-*:^Jur ^ih 
a br::i/:::Al :-:«r. Tie rXT«rc:-:rifc::."'V. :>:* & v-atj^i vtf >cva«daji^ <aiia* 
:a:;:il. iiyarr-ifr. Lis iz: :5r:Ls:\r :c:c r:u pcf^ir*; in jiiiac^ssw 
T":ir rtvfr i-i s»-cais :: i:!*4:'esf ire iw-inri^; ,T- >c«iiKitiHVQfe$d&. 
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chronic bronchitis is different froiii the occurrence of catarrhal 
pneumonia in children. The offensive sputa of the former are 
entirely wanting in the latter. 

Capillary Bronchitis. 

What are the symptoms of capillary bronchitis ? 

Capillary biwichitis^ sometimes called suffocative catarrh^ is an 
intlammation of the smallest or " capillary" bronchi, most com- 
mon in children and in old persons, and usually secondary to 
bronchitis of the larger tubes. In addition to the symptoms 
of the latter affection, capillary bronchitis is attended with de- 
cided constitutional depression ; the dyspnea is more profound, 
and cyanosis may be marked. 

Cough is Severe, while expectoration is scanty ; the p?xZ5e is 
rapid, the respirations hurried, the countenance discolored, the 
expression anxious ; fever is moderately high. 

What are the physical signs of capillary bronchitis? 

The chest is symmetrical. The breathing is rapid and shallow. 
The percussion-resonance is vesicular, though in spots it may be 
slightly impaired. When it exists, the impairment of resonance 
'does not depend upon exudation, but upon atelectasis. The 
phenomenon may, therefore, be inconstant, and its location 
shifting. The hreath-sounds are harsh, and in many places in 
both lungs small, mucous rales may be heard. 

Vocal resonance and fremitus are slightly increased. The de- 
viations from the normal are most marked at the bases jof the 
lungs posteriorly. 

How are capillary bronchitis and acute miliary tuberculosis 
to be differentiated ? 

Capillary bronchitis is a quite brief disease of the very young 
and the very old ; acute miliary tuberculosis is a more prolonged 
disease of the young and of adults. Dyspnea, cyanosis and 
constitutional depression are earlv more decided in capillary 
bronchitis than in acute miliary tuberculosis. The fever of 
tuberculosis is more intense and vacillatinor than that of bron- 
chitis. Localized areas of persistent percussion-dulness, followed 
11 
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by tlio moist rales of srifloning, may develop in the couvac of 
acult! iiiiliary liiberculositt, which is progressively fatal ; recovery 
from capillary bruucliitis is not unoomiuoD. 

Catarrhal Pneumonia— Broncho-pneumonia. 

What are the symptomB of catarrhal pneumonia? 

C'darrlial pwuriumiii, also failed lobular jmeimi'-nin^ orbrmicko- 
pneieimiiitis, may be apparently primary, but w often secondary 
to capillary bronchitis, as ako to measles, inQucnza and other 
eonstilutioDBl aflections ; it may result from the inspiration of 
iafectious material, wiiether contained in the food or from 
eeptic BurfnccH in llie respiratory tract. 

It is attended with cough, tuuea-purulent expectoration, in- 
creased frequency of respiration, decided febrile phciiomcna that 
maybe hectic, and const iluLiunal depression. The course of the 
disease may be protracted. 
What are the physioal aigni of catarrhal pneumonia! 

The tAtst is eymraetrieal ; renjiiirulioH is shallow. 

The ranf/e of niownienl is Bomctimes curtailed ou one side. 

Small, irregularly distributed gmtehcs of percu»sio»-duhieaa 
may be found here and there over both sides of the chest, an-' 
teriorly and iiosteriorly ; the hrciiViing is harsh ; line and large 
moist rales may be heard ; llie rociil rtiotMiiix and JretnUta are 
intensified in patches corresponding, as a rule, to the areas of 
percuasion-didneas. 

How does catarrhal pneumonia differ irom capillary bron- 
chitis? 

The gravity of the symptoms In both depends upon the extent 
of the disease. Other tilings being eijunl, capillary hrunchitis 
is the more acutely dangerous affection, the depression some- 
times being profound. The duration of catarrhal pneumonia is 
the longer. Its fvbrilc phenomena are the more decided, and 
its temperature- range is mnrked by great oscillations. The 
impairment of percuss! on -resonance is more decided in catnt^ 
rlml pneumonia than in enpilliiry bronchitis ; it is constant, and 
does not change its seat. 
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What are the means of distmgnistmi^f atelectasU from catar- 
rhal pneamonia? 

AtelccUiHis is the pre-natal conditiou of the lungs, before they 
have been intlated with air. It lunj also arise in the c^ourse of 
affectioua attended witli inspiratory obetructiou of the bronchial 
tubes, as in whooping-cough or capillary bronchitis, for instanec, 
a plug of muiius acting aa a ball-valve, allowing the expiration 
of air but preventing inspiration. It is said also to occur in 
parte of the lung functionally inactive. The condition is not 
an inflammatory one anJ is not necessarily attended with eleva- 
tion of tompemture, as ia catarrhal pneuuioniu. The collapse 
is not persifitent, but may successively involve different jiarts of 
the lung ; so tiiat the physical signs arc not constant, but Iran- 
utory as well as migratory. 

Sow doea catarrhal pneumonia differ from pulmonary in&rc- 
tiont 

Catarrhal pneumonia does not set in ivith the acuteness and 
the severe pain of pulmonary infarction ; nor is tlie expcctora- 
jUon as persistently blood-streaked in the former as in the latter. 
itarrhal pneumonia ia attended with decided febrile manifcs- 
itions and is of considerable duration, while pulmonary infarc- 
tion scarcely occasions fever and its symptoms soon subside. 
The detection of a source of an embolus would be strongly in 
&vor of the esisteuce of infarction. 



Acute Croupous Pneumonia. 

lat are the symptoms of croupous pneumonia? 
Qmupuiia pneumonia, also called lobar pneunumia, and at one 
B Iwifl/eter, is an acute, infectious disease dependent upon 
tbe invasion of microorganisms {Fig. 22), often following ex- 
"poBure to cold, setting in suddenly witii a cliill, sometimes witli 
convulsions, the teniperoture rising at once to 103° or 104° F., tlio 
re^wratory frequency reaching 35, 40, 50 or more, while the pulse 
a not proportionately accelerated. 

t There is at first alight cough, with scanty expectoration of a 
'icid spntura, which soon becomes blood-streaked (rusty). 
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Tlicre is considerable Oyapnea ; the alte nasi are retracted in 
brenthing ; and one or both cliecks are flushed. 

Tlio (.-ougli inLTcnscs ; the expectoration becomee more free, 
more tiemorrliagic, lees viscid, and presents the appearance of 
pnine-juitc. Tlierc is pain in the chest, often referred to the 
nipple of the nlTcttcO side ; usually involving the lateral or axil- 
lary region in addition. The pain ia increased on attempting to 
make piolougcd inispiration. The lips and chteks may be cya- 




MJcrococcl of croiipoiis pneumonia. (Vlerordt.) 

notic. The tongue \a coated ; tlie appeftie is lost ; thirst is in- 
creased ; there may be jaundice, and, at the height of the attack, 
delirium. 

Between the second and flfth days, herpes of the lips may 
appear. The symptoms continue for from live to sevea or nine 
days, to subside by crink. Profuse perspiration occurs ; the 
temperature declines ; and convalescence sets in. 

The cough is still free ; the expectoration copious and muco- 
'purulent. During the attack the urine is deficient or wanting 
in chlorides, which return as resolution proceeds. Besolution 
may fail to take place, or it may be but partial ; so that suppura- 
tion may ensue or chronic induration be a sequeL Death hap- 
pens in a variable proportion of cases, not rarely fVom heart- 
clot or heart-failure. 

Pleurisy is a common accompaniment of pneumonia. Occa- 
sionally large elfuBions are poured into the pleural caTity. 



» 



I 



ACHTB CROUPOUS PNEUMONIA. 165 

What are the phyflical sigiu of croapoiu pneumonia 1 

For coQVGDience of dcscriptioD, pneuiiiouia is divided inlo 
three slngeB : a. stage of congestiou, a. etage of exudation, a slage 
of reaolutioa. 

What are the physical aigna of the first stage of pneumonia, 
or the stage of congestion ? 

Tile nspecl ol' tbe diest is uiitliauijeil. 

The breuthiity ia accelerated, becoming shallow and labored. 

The percitssinn-resonaTice is little or not at all impaired. 

The respiratory murmur ia roughened over a ciruuni scribed 
areii, usually corresponding to a lower lobe. At the end of in- 
spiration a tine, mniat, crepitating r£le may be heard. 

Focal resmiuTKe and fretnilvs ate not perceptibly altered. 
What are the physical signa of the second stafe of pneumonia, 
or the stage of exudation? 

The respirator y exairsiim is curtailed ; the bretUlUiig ia hurried. 

The lower part of the ehest on one side, corresponding to the 
lower lobe of the lung, may be a little fuller than elsewhere. 
flere the percusston-note ia dull. Above, the note is hyper-reao- 
nant. 

At the dull area, the breaihiiuj is bronchial in character. At 
other parte of the cheat the breathing ia puerile. The crepitant 
rale has disappeared. 

Vocal resimaivx and frentitiia are increased at the area of per- 
GUfiaion-dulness. A pleuritic friction-sotnul may be heard and 
the aigna of effusion may develop. 

What are the physical aigna of the third stage of pneumonia, or 
L the stage of resolution 1 

H The localized fulness of the chest may remain. 
W The respiratory exatrmon and the expansion have somewhat 
augmented. 
Some degree of impairment of the pervussion-rtsonaiKX persists. 
The breathiny is yet hronchial, though not in the same degree 
. .as it was. The crepitant rSle, which for a Lime had disappeared, 
u again be heard — the crepitus redux; other moist rales also 
w become discernible. 
• Vocal resonance and fremitus are still increased. 
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How is edema of the lunge to be diatiiigTiished from pnea- 
moniaT 

Pulmonary edema may develop Id tile course of heart-dieeasc. 

if Lhe coRipeiisaliou bo disturbed ; iu the course of uephritis or iu 

of general asthenia ; ia subjects of these afteclioii!^, 

it may follow exposure. It is not conQned to one lung, bul 

involves both alike throughout their entire extent. 

Pulmonary cduuia may be uncomplicated, but in likely lo lie 
associated with effusions into the serous cavities and drojisy 
elsewhere. The sputum is fVothy and abundant, but not rusly 
or like prune-juice. The cheeks are flushed in pneumonia ; 
the face is pale or liv'id in pulmonary edema. Edema usually 
does not present febrile symptoms ; the percussion -reson mice 
scarcely suffers ; large and small moist rfiles are heard all over 
the chest ; the proportion of chlorides in the urine t'eniains un- 
altered ; while the brief duration of the condition, speedily 
terminating, as it does, in recovery or in death, and the knowl- 
ledge of the existence of a condition that may occasion it, make 
the diagnosis clear. 
In what respects do catarrhal and croupous pneumonia differ? 

Croupous pneumonia Is sudden in ousel ; cntarrhal pneu- 
monia is rather commonly secondary to some other condition. 
Lobar pneumonia usually attacks robust adults ; broncho-pneu' 
monia, children, the aged, the debilitated. The sputum of 
catarrhal poounionia is not blood -streaked, as is that of croupous 
pneumonia. Croupous pneumonia terminates in the course of 
seven or nine days by crisis ; catarrhal pneumonia is a disease 
of long duration, with tardy convalescence. The physical signs 
of croupous pneumonia are well-delined, usually limited to one 
lung and to a lower lobe ; the signs of catarrhal pneumonia are 
ill-defined, and irregularly disseminated.. 

How is passive or hypostatic congestion of the Inn^ to be 
distinguished from pneumonia? 

I'lissivi.' or bypostiiLic fougeslion of the lungs may develop in 
the courKe of acule or chronio debilitating diseases or ns n re- 
sult of heartiliseose ; it usually affects the bases and moai de- 
pendent portions of the lungs. It is attended with increased 
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frequency of bi'ea tiling, ioipaired percussion-resonance, and tha 
presence of line i-Sles. It differs from pQeiimoniii in its associa- 
tion with the conditions ttuit give rise to it ; iu the absence of 
fever, unless arising in tlie course of a. febrile disorder ; in its 
bilateral distribution ; in theabscuceofblowing breathing ; in its 
course and in its submission to appropriate nianagcruent. If ex- 
pectoration attend eongestiou of the lungs it is not hemorrhagic. 

How is pnlmon&ry in&totion to be distlng;ni8tied from imeii- 
moiua ? 

Coagulation of the circulating blood may take place in the 

right side of the heart as a result of increased coagulability or 

ofretarded circulation, or a tbroinbus may form in a distant 

I vein, and detached fragments of clot be swept into the lungs, 

\ The occurrence is attended with pain in the cheat, dyspnea, and 

blood-streaked expectoration. Small areas of dulness on per- 

2 can be detected, with enfeebled or bronchial breathing. 

There may be slight fever, from seootidary inflammation. The 

condition differs from pneumonia in being secondary to a pre- 

existent condition, in the circumscribed distribution of the 

I physical phenomena on the part of the lungs, in the comparative 

absence of fever, and in the course of the disease. Pulmonary 

infarctionisnot of itself fatal. The danger is from the condition 

of which the infarction is but one result. 

How is pulmonary in&rotion to be distin^oislied &om pul- 
monary abscess ? 

Pulmonary embolism may result in either infarctioii or ab- 
scess. The outcome depends upon the presence or absence 
of pyogenic mieroorganisras. The immediate phenomena are 
the same in Ijoth instances. If suppuration take place, how- 
ever, there are repeated chills, decided fever, with purulent 
expectoration. Pulmonary abscess is obviously the graver con- 
dition. The existence of disseminated suppuration is an aid in 
the diagnosis. 

How is pneumonia to be discriminated from pulmonary taber- 
onloBis 1 
Pneumonia is an acute disease, terminating by crisis in from 
. five to nine days ; the tendency of pulmonary tuberculosis is to 



be tbronic ; its durntion is indelinite. The sputam of poeu- 
luonia may be priifusely adinUed with blood, but actual 
hemorrhage does not oueur except in the peculiar form of pneu- 
monia asBociated with iuflueuza. The emaciatiou, the anemia,, 
the sweats of puIniona.ry tuberculoeis are not present in uncom- 
plicated croupous piieuiiiouia. , The temperature of tuberculosis 
commonly displays wide variations ; the temperature of pneu- 
monia is of a continued type. Tuberculosis usually involves the 
upper portion of the lung, sutcesaively invading the remainder 
of Iho lung, and the opposite lung as well ; pneunionia is 
usually unilateral and situated in a lower lobe. The physical 
signs differ in aceordance with this peculiarity of distribution. 
It is not uneumraon for pneumonia to be supci'added to pul- 
mouary tuberculoaia. 

Fulmonary Gangrene. m 

What are the clinical features of pulmonary gangrene f ^ 

Qimgrene of tlie lung may result in the course of pulmonary 
tuberculosis, or of pneumonia ; it may depend upon ulcerative 
communication of the iung with an adjacent septic ptoceHS ; it 
may be occasioned by the inspiration of septic matters from 
some portion of the respiratory tract ; finally it may have ita 
origin in a septic embolus. The symptom characteristic of 
pulmonary gangrene is the expectoration of a horribly offensive, 
stinking sputum, in association with a typhoid condition. Un- 
less cavitation occurs, the physical signs are obscure ; at best, 
they may be masked by those of the primary condition. 
How is pnlmonftry gangrene to be distil^ oished trom pulmo- 
nary abscess ? 

The physical fiigiis and the local phenomena of pulmonary 
gangrene and of pulmonary abscess may be similar ; hot the ex- 
pectoration in a case of abscess is copious and puruleut. while 
that of a case of gangrene is brownish and horribly offeusive and 
more likely to contain fragmeuts of pulmonary structure. The 
signs of a cavity are more likely to attend abscess than to attend 
gangrene. Gangrene is more nearly certain than abscess to be 
fatal. 
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How are pulmcmary taberculosis and pulmonary gangrene to 
be differentiated 1 

Gangrene may complicate tuberculosis of tbe lung. It differs 
from uocomplicaled tuberculosis by tbe cbarneteristic odor of 
Uif! breath and sputum and tbe absence of tubercle-bacilli from 
the luattera expectorated. 

Pulmonary Tuberculosis. 

What are the varieties of pulmonary tubercnlons t 

lu tlie present stikLe uf ktiowludge pulmonary tuberculosis 
may, for practical piu-poaes, be cousidered under two forms : 
amftuerd and disseminaletl. Tbe lesion in both is essentially the 
same, the process in the one iusLance having a tendency to 

_ localization and cbrouicity, with slow extension ; in the other to 
^ffuaion and ncuteness. Tbe first is commonly known as pulmo- 
nary phthisis, tbe second as acute uailiary tuberculosis. Acute 

[^miliary tuberculosis most frequently involves several organs 
ttom the Hrst, and is compamble, in many respects, to na acute 
infectious fever, sucb as one of the exanthemata. Localized 
taberculosis may undergo retrogression and cicatrizatiou by 
fibroid substitution, sometimes associated with calcareous de- 
posits. Ou tbe other hand, it may terminate by softening 
(cheesy necrosis or caseation) leading to excavation, or the 
formation of vomicie. Calcification, however, may occur, even 
after caseation has taken place. 

QiiiloiAng ocmsumplion. or fiorid phthisis is either an extremely 
rapid form of coudnent tuberculosis, or a rapidly caaeating aub- 
ftoute or chronic bronclio-pneumonitis, on which tuberculosis 
has supervened. 

IXbroid jAthviia is a slow. Ittcalized tuberculosis in which cica- 
trization keeps almost even pace with tuberculous ulceration. 

Tlie fibroid conditions of tbe lungs found in miners, in steel- 
grinders, and in others exposed to the inlialation of fine jmrti- 
clesof dnst, will be considei'ed ap forms of interstitial pneumo- 

Initis, comparable to interstitial hepatitis and inlerstitial ne- 
|ihrilis. Tuhi>ri;idosis may supervene, running tlien the ordi- 
nary course. 
I 4 
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What are the symptoms of pulmonary tobercnlodaT 

The t;ourae of ordiuary chronic pulmonary tuberculosis may 
palliologicftliy be divided into three stages : a first or fjinjrtMil 
slage, in whitli tlie formation of tubercles begins ; isolnted, mili- 
ary nodules are localized at some part of the lung, most com- 
monly at an apex ; a aevond stage, of amsolidutlon, in vhicli the 
formation of tubercles baa inci-eased in number and density, but 
not correspondingly in extent, the tendency to localization con- 
tinuing ; and a third stage, of softening, in wliicli, as a result of 
caseation and breaking down of the older tuberculous forma- 
tions, cavities develop ; while at the same time invasion of new 
areas takes place. 

Thephysical ^gns in the dilTereDt stages differ in accordance 
with the lesions. The syviptnmis of one slage, liowever, pass by 
imperceptible gradations into those of another. 

The onset of the disease is usually insidious. The individual 
complains of a sense of lassitude and of an unusual readiness of 
fatigue. Exertion induces sliortness of breath. There is a 
gradual failure of nutrition. The color fades ; the digestvm. is 
derangeiL Perhaps now a slight, irritating cough, attended 
with littleornoexpectoration, seisin. Sometimes, however, the 
first symptoms are observed after a neglected " cold," or super- 
vene upon an attack of catarrhal pneumonia (so-called caseous 
phthisis). An occasional sense of chilliness in the back may 1:e 
|}erceived. The bodi/-weiyhl diminishe.i. Perhaps at tliis time, 
unprovoked, the patient feels a tickling in the throat, perceives 
a salty taste, and before he realizes what is about to transpire 
he ejects a mouthful of briglit-red, frothy blood. The henior- 
rliage may bo repeated ; at this stage it is not likely to be falat. 
The cough becomes more aggravated ; it occurs in paroxysms, 
the severity of which may induce vomiting. The spulvm is 
abundant and muco-purulent ; it contains elastic libers and 
tubercle-bacilli. The dyspnea has become decided. Emacia- 
tion progressea ; evening fever appears; debilitating night- 
sweats occur. Ilenmrrhages become more common and more 
profuse. The dieek is flushed, the eye bright, the intcHiyfTiw 
quickened, the mind hopeful. The hair liecomes slrnight nnd 
prematurely gwy. IMgestimi fails. Diarrhea beci>niu» trouble- 
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Home. Atrocious pains in various parts of tlie clicat iiitliuate tlie * 
esiatence ol'atuompnuyiug pleuritic processes. The ends of Ihe 
fingers become enlarged and bulbous, (lie nails incurvated. Tlio 
anemia is profound ; the Iwixr exlroiiilies become edeuiatous. 
The patient must take to his lied. lu tlie last stages of the 
disease, the patient may suddenly he seized with agonizing pain 
ill the side, increased dyspnea, and a sense uf impendiiig dealh. 
One side of the chest becomes enlarged ', the percussion-reso- 
nance is tympanitic ; tlie breathing is but feebly transmitted ; 
and metallic tinkling may be developed, rnftaruitliorax has ou- 
curred. 

Death ultimately results from cxhauBtion, and is Irequently 
preceded by the supervention of disseminated tuberculosia,. J 
giving rise to the febrile and toxemic symptoms of that condition. | 
UccaBionally a large hemorrhage brings about a fatal issue by 
suffocation, from inspiration of a portion of the fluid. 

Pulmonary tuberculosis is not nirely complicated by or asso- 
ciated with other tuberculous affections, especially laryngeal 
tubereuloais and intestinal tuberculosis, the sjmploms of which 
are then superadded. 

Wbat are the physical Bigns of the fiist stage of pulmonary 
tuberculosis t 

The chest may be full and symmetrical. The respiratory raew^r, 
»'&n may be sufficient ; perhaps, by standing behind the patient 
and placing the hands on the front of his chest, a slight defl- 
ciency of expansion at an apex may be detected. ThepercuS' 
sion-resonanctf is vesicular, except over a small area at the upiier- 
most portion of one lung, where there is slight relative 
impairment. At this point, too, the vesicular murmur is 
altered. The inspiratory murmur is less soft and breezy than 
normal, while expiration is prolonged and heard more distinctly 
than usual ; or inspiration is jerkin<; and arhythmical. Careful 
ous.'uIEalion by an acute observer may detect fine moist rSles at 
the end of inspiration. Focal resonance Mxd fremittis are slightly 
increased. If there is any expectoration, careful search may 
detect a small number of tubercle-baciUi iu the sjnilum. 
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What are the physical signs of the second stage of pulmonary 
tnbercalosis ? 

The respij'dton/ Jrtqueacy is eliglitly accelerated. The upper 
part of the cheat is less full od one side than ou the other, and 
the expansion in this area is defleient. The remnanix here i» 
impaired ; the j>ercusstiin-w>(e may be dull. The Tesicular ele- 
ment of the respiratory murmur is wanting. Inspiration is 
harsh ; expiration is prolonged and blowing ; the breathing nmy 
be bronchial. Fine crackling sounds are heard. Vocal reso- 
nance and/remitus are notably increased. Blowing sounds may 
be heard on stethoaeopic auscultation over the subclavian ves- 
sels. The sputum contains many bacilli. 

What are the physical signs of the third stage of pulmonary 

tuberonlosifi ? 

Xhe general emaciation is striking, Decided depressions exist 
above and below the clavicle, on one or on both aides. The 
ribs are prominent, the interspaces narrowed. The rhest appears 
rigid ; it may heave, but it scarcely es|)ands in respiration. 
The perciissiim'dulness is marked, perhajts in different degree 
over the upper lobes of the two sides. Here and there, in irreg- 
ular areas, are heard the dull sgunda of a thickened pleura. In 
the midst of the dulness a tympanitic or amphoric or cracked-pot 
sound is elicited. Coarse and fine rfiles, gurgling, bronchial or 
cavernous breathing are heard. Bronchophony or whispering 
pectoriloquy are present, Tw-iik frenatvi is increased. Tlie 
SjMum contains bacilli and clnstic Rbers, 
What are the best methods for detecting the presence of 
tuhercle-baoilli in apntnm f 

In all bacteriologic investigations, the instruments and 
appliances used must be rigidly sterile. Sputa for examination 
should be collected in glass or porcelain vessels that have been 
made clean by boiling, and dnally washed with a 1 : 1000 solu- 
tion of mercuric chloride. The examination sbould not be too 
long deferred. In the interval tlie vessel should be covered. 

The sputum sboidd be poured from its receptacle on a steril- 
ized plate of glass having a black background. With a plati- 
num wire, first heated to redness in the dame of a lamp or 
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Eunsen burner and periuiUed to cool, a small quantity of 
puruleut matter is taken up and spread Id a thin Injcr upon a 
cover-glass thai has been washed with akoliol, ctliirr, and bi- 
chloride solution aud carefully wiped dry. Tlic lliin layer of 
sputum is permitted to dry at ordinary temperature, or the pro- 
cess is accelerated by gentle heat. When perfectly dry, the 
cover-glass preparation is drawn three or four times through the 
flame su as to fix the albuminoid matters. 

The preparation i» now ready to be stained. For the staining, 
a filtered solution composed of one part of fuchsin (or gentian 
violet) , four of carbolic acid, ten of alcohol and one hundred of 
sterilized distilled water, may be used ; or ten or lifteen drops 
of anilin oil and about a dram of sterilized distilled water are 
shaken together and filtered, and then sufficient of a saturated 
alcoholic solution of gentian-violet (or fuchsin) addded until a 
deep coloration is produced. 

The cover-glass preparation may now be Boated on the sur- 
face of one of the solutions indicated, for twenty-four hours, at 
the ordinary temperature, or the process may be accomplished in 

Fio. 23, 
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fifteen minutes by the application of moderate heat until the 
vapor of steam arises ; or face upward, a few drops of eitber of 
the solutions indicated are placed upon the surface of the cover- 
glass preparation, which is gently heated until the vapors of 
Bteam arise. 
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The excess of free stain is r«movcd with water. Tlie pi 
aniLioD is decolorized iu a solution of tiilric atiid (1 : 3), or 
one of sulpliuric acid (1 : 4). It is then briefly passed tlirough 
seventy per cent, alcohol. It may at once be dried and 
mountetl and examined, but it is tietier to stain (igain 
aqueous solution of a color complementary to that flrst used- 
I'uehsin and raethjlene-blue, gentian- violet and 
marek- brown. 

The search for bacilli in sputum may be fiicilitated by addii 
to aljout four ounces of sputum, one ounce of sterilized distilled 
water, and from four to eight drops of liquor aodw and heating ; 
fi-om two to lliree ounces more of water are added and the 
mixture is put aside in a conical glass for from twenty-four to 
forty-eight houi-s, when the supernatant fluid ia decanted and 
cover-glass preparations made from tlie sediment. 

What is the clinical coarse of " galloping oongnrnption" f 

The rapid form of confluent pulmonary tuberculosis, known 
lis " quick conhumption" or plithisii! Jkirkla, as diatinguislied 
from the infectious fever known as acute miliary tuberculosis, 
not infrequently supervenes upon a neglected "cold," com- 
monly a catnrrhal pneumonia of the apex ; or it may suddenly 
become manifest after localized tuberculosis of the apex, so 
slight aa to be unsuspected, has existed for a longer or shorter 
time ; it may closely or remotely follow an attack of influenza ; 
or its immediate antecedents may be untraceable. Frequently, 
the subjects of phthisis Qorida present an hereditary liability to 
tuberculosis. 

Clinically the disease is marked by high temperature of a 
continued or, more frequently, a remittent type ; profuse night- 
sweats ; profound digestive aad circulatory disturbance ; rapid 
wasting, with accompanying weakness ; and pulmonary symp- 
toms of progressive severity, with corresponding physical signs. 
Pathologically it is characterized by rapid caseation, with for- 
mation of extensive cavities; severe laryngeal and intestinal 
complications are frequent. It may apparently begin as an 
acute laryngitis of ordinary or of tuberculous type. Sometini 
persistent diarrhea is the earliest symptom to attnict attentlQl 
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The duration of the diaeaBe is from a few weehs to about eighteen 
months. 

How is a pulmonary hemorrhage to be discriminated from a 
gastric hemorrhage? 

The blood of pulmonary hemorrhage has a eweelish or saltish 
tfUite, is usually fluid, bright-red, and more or less frathy. In 
gastric hemorrhage the blood is usually dark and clotted ; its 
taste is masked as a result of admixture with the contents of 
the Btomach ; the stools that follow are tarry. 

Pulmonary hemorrhage may occur with or without cough, and 
is not provoked by taking food. Gaatric hemorrhage usually 
occurs with vomiting, and is provoked by taking food. 

How is the distinction to be made between pulmonary tnber- 
cnlosis and chronic pleurisy ? 
Pleural adhesion and thickeDiog are extremely common. 
They occasion retraction of the chest-wall, often more or less 
displacement of the heart, and give rise to dulness on percus- 
sion, enfeebled Iransmisalon of the breath-sounds, and increased 
vocal resonance and fl'emitus ; but they are not associated with 
the auscultatory and const itulional phenomena of pulmonary 
I tuberculosis, or with the presence of tubercle-bacilli in the 
kqiutum. If a pleural eifusion is present, there are bulging of 
■ the lower part of the chest, flatness on percussion, feebleness 
I or abseooe of breath-sounds, and diminished vocal resonance and 
fremitus. If the fluid is purulent, there are chills, fever, sweula 
and emaciation. 

How is pulmonary caroinoma to be distinguished &om pulmon- 
ary tnbercnloeis t 

Ciirciuoma of the lung is a secondary afleclion. The meta- 
atic growths give rise to irregularly distributed, multiple 
■eas of percuss ion -dulness, without corresponding change in 
the auscultatory phenomena. The temperature is likely to he 
sub-normal rather than febrile, unless inflammation of the lung 
OT pleura is excited. The duration of pulmonary oarcinoma is 
■Umited ; pulmonary tuberculosis may be indeiiniteiy protracted. 
^ubercle-bacilU are not found in the sputum in pulmonary 
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utrdnoma. The iireaence of carduomalous iiew-growllis else- 
where, ib .siguilifadl iu doubtful cases. 

How ia pulmonary Byphilis to be diatiii^auhed from pulmon- 
ary tnbercolosia ? 

Syphilis uf the luug agi^unra either iu the form of gummatii 
or as HbroiU iudui'ation. It is to bo distiugulehed from tubtii'- 
uulosis by the absence of badUi froui the sputum, by the iuvolve- 
lueot of the middle aud lower parts rather than the upper part of 
the lung, by the diltVis«i and irregular rather than coneantmted 
localization of physical aigus, by the absence of the coastitu- 
tional phenomena of tuberculosis, and by the history or the 
knowledge of the eKietence of other eyphihtic manifestations. 
The therapeutic test is soinetimes available, but should be 
cautiously applied, as cases of tuberculosis are usually injured 
by potassium iodide. 

Syphilis and tuberculosis may coexist. 
How are bioncbiectEtsia and pulmonary tnbercnloais to be dif- 
ferentiated T 

Bronchiectasis Is attended with copious muco-puruleut 
expectoration, and perhaps -with decided emaciation ; the pul- 
monary resonance may be impaired, and large, moist rfiles may 
be heard ; but the pjiysical phenomena are usually bilateral in 
distribution and most decided at the bases of the iungs ; pulmo- 
nary tuberculosis usually begins at the apex of one lung, whence 
it extends. Bronchiectasis is slowly if at all progressive ; tuber- 
culosis less commonly stops short of a fatal termination. The 
sputHra of a case of bronchiectasis does not contain tuberclo- 

How IB an abscess of the lung to be diagnosticated from pul- 
monary tuberculoBis 1 
An abscess of the lung mny develop in the course of a pneu- 
monia or an empyema, as a result of traumatism, or it may con- 
stitute a manifestation of a general pyeniia. It is to be distin- 
guished from tuberculosis by a knowledge of its possible origin, 
by the appearance of the phenomena in a lower rather than iu 
■an upper lobe and upon one side only. The couditiou is acute 



ACUTE MILIARY TUBERCULOSIS. 177 

rather than chronic, and the sputum does not contain tubercle- 
bacilli. The physical phenomena^ are peculiarly circumscribed. 

By what means are malarial fever and pulmonary tuberculosis 
to be differentiated ? 
When caseation and suppuration are taking place in a lung, 
the temperature is high in the evening, declining towards 
morning. In addition, however, there are persistent dyspnea, 
increased frequency of breathing, cough, expectoration contain- 
ing tubercle-bacilli, loss of flesh, night-sweats, dulness on per- 
cussion, and mucous rales on auscultation. The symptoms last 
enumerated are wanting in intermittent fever, while the Plas- 
modia of malaria are wanting in the blood in pulmonary tuber- 
culosis. Possible mistakes in diagnosis are to be avoided by a 
physical examination. 

How does tuberculosis of the bronchial glands differ from 
whooping-cough ? 

Whooping-cough is a self-limited disease ; tuberculosis is 
not. Grave constitutional symptoms attend the latter ; re- 
covery from whooping-cough is comparatively rapid. While 
the cough induced by tuberculosis of the bronchial glands is 
ringing, it does not possess the peculiar character of the cough 
of pertussis. Cases of whooping-cough do not occur isolated. 
By pressure on adjacent structures, enlarged bronchial glands 
may occasion dyspnea, cough and cyanosis, and edema of the 
face and neck. 

Acute Miliary Tuberculosis. 

What are the symptoms of acute miliary tuberculosis ? 

Acute miliary tuberculosis sets in. insidiously. The victim 
may be a member of a tuberculous family. He is taken ill with 
slight cough, scanty or no expectoration, marked dyspnea, ele- 
vation of~ temperature, rapidity of pulse, delirium, and other 
symptoms of a grave intoxication. Tuberculous involvement 
of the bowel will cause diarrhea ; of the cerebral meninges, the 
signs of meningitis. The course of the disease may be rapid 
or protracted. Death may take place from exhaustion, or, in 
U 
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rarer instatices, the acute Bymptoms subside, and those of 
cliionio tuberculosis appear. ■ 

What are the physical Bigns of &o°t« miliary tabercalosis ? 

Tiie physical signs of iicuLo luiliari' tuberculosis are at first 
practically* tbose of an acute brnuchitiB : a full chest ; rapid 
breathing ; unaltered percuBBi on -resonance ; harsh, vesiculo- 
bronchial respiratory Bountls; unchanged vocal [esonance aiitl 
fremitus. Later, dulaesB at nuc apex or at both apices, or jutl 
below, and Sue crackling rSles are heard ; and still later, evi- 
deuces of caseation ara found on auscultation and percusBioD. 
The detection of tubercle-bacilli may be very late. Some cases 
early develop indications of ape\-pneumonia. 

How are acute miliary tuberculosis and typhoid fever to be dis- 
tinguished from one another f 

The prostrdtiou and the genei-al condition are much alike in 
both ; but in acute miliary tuberculosis the epistaxis, the rose- 
spots, the characteristic temperature-course, and the peculiar 
stools of typhoid fever are wantiug. The temperature of acute 
miliary tuberculosis presents considerable oscillations on the 
same day ; without therapeutic interference, it may be normal, 
subnormal and very high. Bronchitis may attend typhoid fever, 
but the dyspnea is never so marked as it is in acute miliary tuber- 
culosis. The progress of the case determines the diagnosis. 
Not only do the marked physical signs of destructive change in 
the hmgs develop in the one disease, and not in the other, but 
typhoid fever is a scir-limited disease of knowQ duration, with a 
tendency to recovery, while acute miliary tuberculosis is a dis- 
ease of uncertain duration, and Eoonei or later almost inva- 
riably fatal. 

Tubercle-bacilli may sometimes be discovered in the sputum 
of acute miliary tuberculosis, 

* The knowledge of previous scrofulous or tuberculous disease 
in the patient, or a family history of scrofula or tuberculosis, 
should excite suspicion of acute tubcreulosis; and in susceptible 
subjects the latter disease may even quickly follow typhoid fever. 
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InteiBtitial Pneumonitis. 

What are the characteristics of interstiti&i pDemnonitis! 

As a result of tlie irrUntion occiisionod by tlie coDstaut 
inhntation of line parlicles of dust by mitiera Eind grinders, and 
others, a. clirouic bronchitis with hyperplasia of the interstitial 
pulmonary tissue develops. The two layers of pleura are often 
adherent and thickened. As time progrefises, contraction Likes 
place, terminating in condensation of the lung and tlllatation 
of the bronchial tubes. Inlerstilial pneumoDitis may develop 
as a part of a general fibroid degeneration. 

In coal miners the condition is known as antkrawds; in iron- 
workers as siiitrosis; in grinders as chalia/sis. 

What are the Bymptoms of interstitial pneamonitis ? 

There is obstinate cough and abundant nmco-purulent espcc- 
t<iratjou, which sometimes contains particles of the dust inhaled. 
There may be considerable wasting and dy.spnea. 

What are the phydoal signB of interstitial pnenmonitds? 

The cktst is diminished in size, rather flattened anteriorly, 
from retraction. The respiralori/ extiirsion is smnll, the chest 
expanding but little in inspiration. The pcn-vsnion-rcaoimnce ia 
impaired over a large area of pulmonary surface. The breatA- 
ing is bronchial. Large moist and dry r&les are heard. The 
vocal resonance and fremitus are increased. 

How does interstitial pneumonitis differ from chronic pleurisy? 

Interstitial pneumonitis and chronic adhesive pleurisy are 
allied conditions and arc often associated. Occurring aione 
the former is wider in its distribution and is move likely than 
the latter to be bilateral. Blowing breathing, rales, cough and 
espectoration attend the pulmonary, but not the pleural, con- 
dition. 

Pulmonary Emphysema. 

What are the cliaracteriBtics of piUmonary emphyaemaT 

Pulmonary cmj/ki/seinH is usually a result of lonj^-continued ex- 
ceBsive expiratory effort with closed glottis— as iu protracted 
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coiigli or in tho lialjitual blowing of wind instruments, 
ollt'ii ftasouiated with L-hronic broDckitis. Tlie air-vesicles be- 
coiiio dilated into large sacs, and the bloodvessels in the inter- 
lobular septA are obliterated. The increased work thrown upon 
the right heart in turn gives rise to dilatation. 

Emphysema raaaife«ts itaeir by dyspnea, expiratory in chnr- 
nclor : shortness of breath, aggravated in paroxysms, and at- 
iL'Lided with distressing eough and scanty expectoration, 
canliac iusufficii'ncy adds to tbc dyspnea and may be the 
of dropsy. 

What ore the physical signs of emphyBema ? 

The chilli Is large, " barrel-shaped ;" the circumference being 
inureasod in gri-'ater degree than the vertical diameter. The 
rrnjiinUorji excuridoii is sliirht nnd may be scarcely visible ; al- 
though the cboet may rise and fall as a whole, the ribs being 
fixed in tho position of full inspiration. The percusxwn-resoiuince 
Is heightened, almost tympanitic. The breath^aounds are feeble, 
being almost continuous and without intermission, expiration 
bcUiK prolonged and attended with a succession of pufls. The 
i-ocal i-Moitcmc* and /«n'i(«s are diminished. The area of super- 
liulul mrdiaa dulncss is diminished, but deep percussion will 
reveal onlargomenl of the right ventricle. 

Kow is emphysema to be distingnished &om pneumothorax ? 

I'ncumuthiiriix usually rcsiills From the breaking through the 
pleura of a do«tructivi< process in the lung, such as the casca- 
tUin nnd suppuration of lubcrculOBis. The symptoms to which 
It ){lvos rise an abrupt iu onset and distressing in character. 
Tile imtlciit jiorwivi's u sudden, severe pain iu the side, and is 
NuiRvd with gront dyspnon nod n sense of impending death. 
The ohost is »oon In ho rnliirgcd, the breathing rapid and shal- 
low, the rospirstory excursion anmll ; the percussion-resonance 
U tynipanllie nnd tho breuth-sounds are feeble. In pneumo- 
thomx, thedilntntion of the cheat nnd the tympany are, however, 
unilnleral ; in etnphysema, they are symmetncal. In pneunio- 
l.horax, an aniphorio blowing sound is heard on inspiration, and 
if pli'urisy with elflisiou have set in, metallic tinkling, succussion 
sounds and ogopbony as well. Tho recoguiliun of a condilioa 
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tbat may give rise to perforation and puemnothorax aids in the 

How IB emphysema to be distiiigulshed from aplenrol efiiisionT 

An ett'usinn into tbe pleura may take place in the course of a 
pleurisy, or as a result of diseasu of tlie heart or kidney. Ad- 
jacent organs are displaeed in proportion to the (luantlty of 
fluid poured out. K the percussion-note be hyper-resonant at 
the upper part of the chest, above the level of the fluid, it is 
Bat below. Pleuritic effusions arc usually uoilatera! ; when the 
effuxion is part of a general dropsy it is usually bilateral. Km- 
pbysema is rarely unilateral. In emphysema, the breath-sounds 
are everywhere feebly heard ; in pleural effusion the breatbini^ 
may be puerile, or even bronchial, above the level of the fluid, 
but the breath-aoundB are not well heard through the fluid. Vocal 
resonance and fremitus are diminiabed in emphysema; alisent 
below the level of a pleural eflusion. If the ctfuaion becomes puru- 
lent, rigors, hectic fever, sweats and marked emaciation occur. 

Pneumothorax. 

Wliat are the clinical features of pneumothorai t 

PneuwoUiorca: may result from traumatism that causes fVacture 
of a rib and perforation of the lung ;. from the rupture oF an 
empbysematous pulmonary alveolus ; from communication be- 
tween the pleura! cavity and an adjacent hollow viseus ; from 
Uie softening of a septic infarct or of an area of pneumonic con- 
solidation ; but the most common cause is nlcerative perforation 
of a tuberculous cavity in the lung. The phenomenon usually 
in suddenly, with sharp pain in the side, intense dyspnea 
and a sense of great oppression. The irenlhiiig is hurried and 
'ahallow. The hUfM on tho affected aide becomes bulging; the 
fereussion-nole is tympanitic ; the brmth-soiatda are enfeebled or 
distant, perhaps amphoric; as fluid is poured out, metalUf.* 
tinkljng may be heard, and by shaking the patient, with the ear 
'applied to his chest, a succussion-sound may be elicited ; the 
>viii«-sou>ida and ribrtitions are poorly transmitted. The lieait, 
IS well ae other viscera, may he displaced. 
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How are pnemnothoraz and diaphragmatic tiemia to 1)e 



The Btomucli may be dragged upwards beneath the ribs by a 
contractiug lung, or the etonuicb or the large iiiteatiae may 
bulge Dirough a yielding portion of the diaphragm, so that 
there may be unilateral percoBsion-tynipany, with diaplacement 
ol' the heart ; vibi-ationsof the fluid iu the hollow viscus may give 
rise to metallic tinkling, wliich, however, oceurs iadependently 
of respiration and is aeeociated with rumbling sounds peculiar 
to the gastro-inteatinal tract. The interference with the respi- 
ratory funetiona that resullB ih, moreover, not only acute in on- 
set, as it ia in pneumothorax (of which the etiologic elements are 
wanting), but it may be equally audden in disappearance. Din- 
phragmatie hernia may have a history dating from birth ; it 
bodes no danger unless strangulation occure, of which the symp- 
toms are chai-aeteristic. The outcome of pneumothorax is in 
the nature of things often rapidly fatal. 

How are pneumotliorax and a pulmonary cavitf to Iw 
differentiated^ 

A large cavity in the lung noay yield a tympanitic percussion- 
sonnd, amphoric respiration, iiielallic rfiles or-tinkling, and suc- 
cuHsion-souuda, but the phenomena are usually circumscribed ; 
there is no bulging, no acute exacerbation of pain, dyspnea 
and oppression, and the percussion-flalnesa of an efluaion into 
the pleural sac ia wanting. 

Hov ie pneumothorax to be distinguished &om a pleural 
effusion 7 

Pneumothorax sets in suddenly, witli acute pain and dyspnea. 
A pleural efFusiou usually takes place insidiously. Pleurisy 
with effusion usually attends pneumothorax, so that the signs of 
both may be present ; but when the pneumothorax is the 
primary condition, the percussion-note above the level of the 
effusion is more pronouncedly tympanitic and the voice more 
distinctly egophonic. SuecuBsion-phenomeua and tinkling are 
not heard unless both air and fluid are present in the pleui^ 
sac. Finally, the recognition of a condition that gives 
pneumothorax may decide the diagnosis. 
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Asthma. 

What are the symptoiiis of asthma T 

Asthma is a paroxysmal aftection, the symptoms of which are 
probably dependent upon spiismodic narrowing of the smaller 
Lbronuhial tubes. Tlie attacks recur at irregular intervals, with 
without apparent exciting cause. Among provocative con- 
Fditions are changes of climate and weather, overeating, indiges- 
Hon, emanations from feathers and sexual excitement. 

The seizure is sudden in onset, naualiy occurring at niglit. The 
patient ia awakened with a eenae of opprcsaiou and distresaing 
djspnea, inspiratory iu character. Orthopnea is common. Dur- 
(r the paroxyam, which may last for several lioura, the cheat 
»vea spasmodically, but the pidmonttry expantiitm is slight ; the 
« ia pale or livid, and the distress is evident. Loud, wheezing 
"aounds are heard. On auscultation, the brealJi-souiuls are feeble, 
or the vesicular murmur may be obscured by the wheezing ot 
replaced by sonoruus and sibilant i-Sles. The percidoi^ phmo- 
^j»eno are unaltered. The enHms takes place with a profuse ex- 
^bectoration of mucus, perhaps, also, with a copious discharge of 
^Bnpid urine. This may terminate the attack, or the same phe- 
^Komenamaybc repeated on several aucceasive nights or even in- 
vade the day. 

Asthma may be primary or secondary. It may result from 

reflex influences, such as disease of the nose. It may apparently 

I replace the convulsive seizure of epilepsy. Asthmatoid seizures 

iomnion accompaniments of chronic bronchitis and emphy- 

i, of cardiac insufiiciency, and of chronic nephritis. 

ISow IB Euthma to be diBtingnished &om an asthmatoid oon- 
ditionT 

In true asthma, no cause for the disease may he found or cise 
some local or relies irritation may he discovered. When so- 
failed asthmatoid attacks occur, their discrimination depends 
son the recognition of an organic pulmonary affection, such 
B emphyaema or bronchitis, or of cardiac incompetency or of 
nephritis. Such attacks do not pursue the typical 
e of true aslbmatic seizures and do not terminate suddenly 
hth profuse expectoration. 
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How does asthma differ from whooping-cong'h ? 

Whooping-ciiiigli is a disease of cliildirn ; aslhnia, a disease 
of adults, Tlie ciiaractoristiu whouji of pertussie is waatiug in 
astiima, Aiiattnckof wliooping-eongh does not last more than 
a couple of nioiitha, at most ; asthma may continue indefinitely. 
What are the points of differentiation between asthma and 
paralysis of the diaphragm ? 

Tlie dyspnea reaiilliug IVom pamlyaia of the dinphragni ib not 
paroxysmal, as ia that of astlima. Paralysis of the diaphragm 
is not characterized by an absence of the breath-sounds, followed 
by wheezing and high-pitohed i-^les. When the diaphragm 
is paralyzed, inspiration ie attended will) expansion of the 
chest and depression of the abdominal wall ; in expiration the 
chest collapses and the abdominal wall is elevated ; stimulation 
of the phrenic nerves restores the normal harmony of action ; 
attempts at bearing down are futile or ineffective. 

THE DIGESTIVE SYSTEM-THE MOUTH, 

Catarrlial Stomatitis. fl 

What are the clinical charactxristica of catarrhal atomatituT^ 

Caktrrhul infiammatiou of the winfous fumnbrune of the month 
may result from the ingestion of irritating subslances, from the 
presence of carious teeth, or by extension from adjacent dis- 
ease ; it may also develop in conjunction with morbid dentition, 
or derangement of digestion, or in the course of the exanthe- 
mata. It Tnaniffsts itself by redness, tumidity, and increased 
heat of the structures within the mouth, and by increased 
secretion. The taking of food is attended with discomfort or 
with pain ; taste is impaii'cd ; and the breath is offensive. As a 
rule, there is little or no constitutional disturbance. 

Aphthous Stomatitis. fl 

What are the clinical features of aphthous stomatitis T ' 

In individuals exposed to unfavorable hygienic conditions, 
and in ihoHe debilitated by disease, itninll discrete or contln>?nt, 
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Lpsytah or wh t sh masses of degenLraLed epithelium accumu- 
late at various parts of the mucous mtimbraoe of tlie moulh ; 
. ilesquamnt ou of the masses exposes suhjaceut ulceration. 
oaticatioD n adults at d narf, g □ iufants are ditlicult and 
baiuful ; the secret ons of the n outi ire increased ; the appetite 
Eiiay be impa led d gest ou m ) 1 e deranged ; and there may 
K diarrhea. 

Thiush. 

iWbat are the clinical manifestatiODB of thrush? 

rftriia/i, miu/wt or imrasitii: strmMlitis is a mycotic inflamma- 
tion of the mucous membrane of the month and throat, to 
which children iire esjiecially prone. It is dependent upon the 
presence of a fungus, termed tiie mycoderma {or iHiUum) albicans. 
An acid reaction of the secretions of the mouth is an essential 
condition for the development of the affection. The growth oF 
tlje fungus and the resulting irritation give rise to the formation 
of minute curd-like masses upon various parts of the mucous 
membrane. Forcible detachment of the masses occasions bleed- 
ing. The symptoms are those of the ordinar} foi m of storaatitii, 
plus the flaky deposits containing the characteristic fungus 

I There may also be diarrhea tind a varying degree ol tonstitu 
lional disturbance In nurslings, the inability to sucUe mav 
result in inanition and death 
What 
rrir 



Ulcerative Stomatitis. 



What are the Bymptoma of ulcerative stomatitiB 'i 

Ulremlive sUmLOtUis is an aggravated form of inflammation of 
the mouth, attended with ulceration, which it is stated is 
usually unilateral. The affection urines amid conditions of 
crowding and Ulth, and in those supplied with insufficient and 
appropriate food ; it may also be a sequel of other forms of 
^matitis, of caries of tlie teeth, or of the maxillary tiones. 
mifesUd by impaired appetite, fetid hi-eatb, increased 
divation, pain in eating, and constitutional symptoms of 
pirying intensity. Sometimes adjacent lymphatic glauds under- 
^ eniargemeDt, 
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ESSENTIALS OF DtAQNOBIS. 



Mercurial Stomatitis. 



Wliat are the clinical manifestatdoDB of meroorial stomatitiB 1 

Slonintitis sometimea reioiUa FrOLii the medicinal iugcstion ol' 
Ijir^e fiuantities of nieixury, or of amiill quantities by persoDB 
possessing an idiosynei-ftsy, or aa a manifestatiou of mercurial 
iiiLoxicatioQ by means of articles of food or drink, or from es- 
poBure to Ibe metal iu certain occupations. The sijinptoms vary 
greatly iu severity. The guina especially become swollen, red- 
[Icned, tender, and sometinion ulcerated. The Ueik may fall out, 
and the inaxiilary bones become carious. The frreotA is fetid. The 
sutiw, contains mercury ; its secretion and discharge are inonli- 
nnlely increased, giving rise to the term "salivation,^* us 
descriptive of the affection. 

Gangrenous Stomatitis — Noma. m 

What are the clinical features of gangrenous stomatitis ? ^ 

Onngremms utomaliiis, noma or mwTum oris is essentially an 
af!bction of childhood, rare, and almost invariably fatal, which 
dcvetiq/s in those of depraved coustitution, often at the terniina- 
lion of one of the exanthemata, particularly measles. The 
disoi-der is manife^M by a brsvwuy induration of one check, the 
structures of which undergo disintegration, with resulting 
ulceration of the mncona and cutaneous surfaces, and, not 
rarely, perforation. Adjacent portions of the gums may by 
contiguity be .ome involved In the process. The teeth may fall 
out aud the maxillary bones become carious. The early 
symptoms may bo obscured by those of the antecedent condi- 
tion. Soon, however, the breath becomes fetid, and, in addition 
to the local nmnifestations, the symptoms of septic intoxication 
may appear, in the midst of which the child may die. Jiet:m:enj 
may take place, with hideous deformity of the face. Fncu- 
munin, pulmonary gangrene, and entero-colitis may be amipH- 
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THE TONGUE, 

Glossitis. 

What are the symptoms of glossitis 1 

When the tongue is inflamed, from whatever cause, the organ 
becomes enlarged, tumid, reddened, painful; speech, degluti- 
tion and mastication, sometimes respiration, are interfered 
with, and the secretions of the mouth are increased. The 
swelling may be so great that suflbcation results, unless relief 
be given by incision. Glossitis may be superficial or parendiy- 
mcUous, acute or chronic; the intensity and character of the symp- 
toms being modified accordingly. It may be due to erysipelas, 
either primarily or secondarily. Epidemics of erysipelatous 
glossitis have occurred, and the name "black tongue" has been 
applied to this aflection. Parenchymatous glossitis sometimes 
proceeds to suppuration. 



Leukoplakia Lingualis. 

What is leukoplakia of the tongue ? 

LeiJcoplahia lingualis^ or leukoplakia huccaliSy is a name applied 
to a peculiar chronic affection of the tongue or of the tongue 
and buccal mucous membrane, characterized by the formation 
of persistent, horny, whitish patches upon the surface, some- 
times extending entirely through the epithelial layer. Untreated, 
it is said to lead at times to the development of carcinoma. 
Sometimes it appears to be related with gout. 



Glossanthrax. 

What is glossanthrax ? 

Ohssanthrax is a term applied to the localization of malignant 
pustule upon the tongue. It is to be differentiated from carci- 
noma, tuberculosis, syphilis and other affections leading to 
suppuration or ulceration. The local and constitutional symp- 
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toma are those of anthrns id general. The appearance of the 
eschar is eharactemtic and the presence of autbras-bacii 
diagDostiu. 



Nigrities. 



n 



What is nigrities T 

Nigrtlies, also called bhek tongue and ftntr^/ tongue^ is an affec- 
tion of the tiUforni papillte of the tongue, supposed to be due to 
the irritation of a special fungus. The papilla; in vai-ious situa- 
tions become discolored, thickened, and elongated, giving the 
appearance of a scattered or compact baii^ growth upon the 
dorsum of the tongue. l>esquamation takes place, after which 
the tongue may remain comparalively clean for a longer or 
shorter period ; then the gi'owth recurs. The affection is to be 
differentiated from staining of the tongue hy tobacco, naedi 
and tlie like. 



MUMPS— PAROTIDITIS. 






Wliat are the symptonu of parotiditis 1 

Faroliditis or nmuijis may be primary or secondary in the 
course of infectious diseases. It is characterized by pain at the 
angle of the jaw, followed by tumefaction of the parotid gland, 
at flrst on one side and then on the other. Movement of the 
jaw, as in mastication, is difQcult and painful. Deglutition is 
not interfered with ; hearing may be deranged. The secretion 
of saliva is usually excessive. Tlicre are febrile manifestations 
of moderate severity. 

Orchitis or ovaritis is a peculiar romplimiion of parolii 
It is likely to occur as the parotid swelling subsides. 



THE PHARYNX. 

PharyngitiB, 



idi^L 



What are the symptomi of pharyngitii 1 

In lunitc cnlnrrknl phiiriDigilis, nr angina, the symptoms vafy 
with the intensity and extent of involvement. Ordinarily, there 
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are "sore throat," irritable cough, [min or liifBculty in deglu- 
tition, i liter fere nee with respiration, enlargement of the tonsils 
and of the glands of the neck. On tnsjiflL'tion, the soft palate, the 
uvula, the tonsilB, the posterior and lateral walls of the pharynx, 
or tlie palatine arches may, one or more, be seen to he reddened 
and tumefied, and often coated with glairy mucus. A moderate 
degree of feoer attends acute pharyngitis. 

Acute phlegmonous pharyngitis is a much more serious affection, 
involving not only the mucous membrane, but also the anb- 
luucous connective tissuea and even at times the sheaths of the 
museles. The constitutional syuipioms are in aoeordance with 
the severity of the process, and may be those of pyemia. The 
pus may gravitate to the ccUuiar tissues of the neck, manifesting 
as an external swelling and causing dyspnea or even suffocation 
from compression of the trachea. The inflamed tissues of the 
throat, especially the soft palate and uvula, may be greatly 
swollen and edematous. 

What is acute tuberculous pharyi^tis? 

Aaite tuberculous pharyngitia i§ a form of acute miliary tuber- 
culosis, apparently beginning in the pharynx. 

The wnslitutional inanifesUiiions are those of an acute febrile 
process of grave type, sometimes simulating typhoid fever. 

Locally, deposits of tubercle may bo observed beneath the 
mucous membrane as little semi-transparent, grayish nodules, 
resembling in size and form vermicelli-seeds or flsh-eggs. These 
ure collected into little patches more or less confluent, which 
iventualjy undergo ulceration. 

The uvula is sometimes thickened into a somewhat character- 
istic gelatinous-looking, reddened, club-shaped mass. This gc- 
latjuous thickening may likewise Lake place in other portions 
of the pharyns. 

The disease may extend to the epiglottis, tongue, and larynx, 
or to the vault of the pharynx and the nasal passages. 

The ulcerative process usually begins on a palatine fold or 
on a lateral wall of the pharynx, whence it rapidly extends. 
ftJIceratinn may penetrate the submucous tissues, and the 
iles may undergo tubenuilous or &tty degeneration. Pus, 
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is usuiilly absent rroui the surface of the ulcers and the bacillu*! 
tuberculosis is sometimeB found in the detritus. 

The chief and most distinctive local subjective sipnploni is in- 
tenec pain in swntlowing, often more than can be accounted for 
by the estont of visible disease. The pain may extend into the 

As the disease progresses, cough is superadded, emaciation 
becomes rapid, and signs of pulmonary disease, and perhaps of 
other com plications, become manifest. 

Deaih may result witfain a few weeks, and is rarely postponed 
beyond two or three months. 

Rtw.try is the exception. 
How is tuberculous pharyngitis to be diBtiugniBfaed from 
syphilitic sore-throat? 

The intense pain in swallowing, the uhnracleristic deposit and 
gelatinous infiltration, the absence of pus from the ulcers, the 
history of the attack, the personal history, the &mily history of 
the patient, and the febriEe symptoms ; tlie discovery of the 
tubercle-bacillus in the detritus of the ulcers, or in the sputum, 
together with the detection of the evidence of pulmonary tuber- 
culosis as the case proceeds, arc the points upon which the diag- 
nosis from syphilis must depend. 

Syphilitic and tuberculous disease may, however, coexist. 

The supervention of typhoid symptoms in a case of supposed 
syphilitic ulceratirm of the throat should excite suspicion of 
the esiatiincc of lubcrculosis. 

How is tuberciilons pharyngitis to be distinguished from typhoid 
fever T 
Typhoid fever is sometimes accompauicd by ulcerative phar- 
yngitis and laryngitis, though the cases in which this occurs are 
iimch rarer in North America than they appear to be in Europe. 
The characteristic lish-egg-looking inHltration of tuberculosis 
and the non-purulent character of the ulceration would make 
the discrimination locally ; while, constitutionally, there would 
be absence of the characteristic temperature-course, of the rose- 
spots, and of the peculiar stools of typiioid fever. Discovery of 
tbe tuberulc-bacilluB would be couclusive. 



TOS8ILLITI9. 



~Tlie 



Tonsillitis. 

What are the symptoms of tonsillitis ? 

Wlieo the tnnsils iiro inHami'd, adjacent parts usually partici- 
pate in the proc-eHS. Parenclnjmatt^us tmxsilHtig or quinsy may be 
primary or seen ndnry to various iiffeulious diseases. It sometimes 
nets in suddenly, with a chill, followed by decided elevation of 
temperature and oLherfebrile manifastationH, Usually, one tonsil 
only is afibcted, or first one and then the other, but bilateral in- 
volvement may occur and the glands become so intensely swollen 
as to meet in tlie middle line, praotieilly obstructing deglutition 
and respiration. In such cases the voit.-e is nasal, and duids at- 
tempted to be swallowed may return through the nose. There 
is alvpays some interference with swallowing. The pain is 
Atrocious, and may exteud into the car on the affected side. 
LThere is increased secrKliou of saliva ; swallowing is increased 
pB ftequency, and aggravates the pain. Sometimes the patient 
lies with open mouth, making labored and noisy efforts at respi- 
ration, while the saliva dribbles. On examination, the tonsils 
are seen to he enlarged and angry, adjacent parts in some degree 
participating in the inflammatory proecss. 

The enlargement of the kIhoiIs can, Hometimes, be. distinctly 
detected from without. Tenderness on pressure beneath the 
angle of the jaw is connnon. 

An intlamed tonsil or the peritonsillar tissues may suppumte. 
Lad grave complications, sucli as ulceration into the carotid 
iry, have occurred. 

LacuHol or follicular tonsillitis is a mucli less serious affection. 

The process is supcrflcial, the lining membrane of the lacnnie or 

ducts being involved rather than the substance of the gland. 

Scattered over the surface of the inflamed and enLarged tonsils 

number of yellowish points or patches, indicative of ac- 

imulations of sebaceous matter, desquamated epithelium and 
igi, at the orifices of the ducts. These plugs may he readily 

imoved by means of a scoop, sometimes hy syringing — a point 
mportjince in the discrimination from diphtheria. 

itenchymatous tonsillitis sometimes follows lacuual tonsillitis. 
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iiiid toniiillar or peritoosillar abscess may then develop. Un- 
Irealeil, Ihe durallou of tuuHiUiUa is Frooi Iwo to ten days or 

Same caeea of toDBillitis are nasociated with pain and other 
rheumatic mnnifeBlatioDB in the musctea or joints, and endo- 
carditiB and pericarditis have been noted. An endocardia! 
murtuur is not uncommon, t^wcliing of the joints may appear 
in apparent nietasta^iH as n toneillar inflammation declines. 

AnonialouB eruptions and albuminuria are amonj; the less 
common concomitants of lODsillitis. Faralysea are rare sequeiiE. 

Herpetic Sore-Throat. 

What is herpetic sore-throat 1 

Herpeik son-thrnat. htrpelic tonsillitia, herpes of the iiharynx, 
commun viembmntmn sore-throat, ulcero-membraiious an0na, diph- 
theroid Ifimot, are names applied to a dieeafe otten mistaken for 
diphtheria, but which is, in reality, a form of inflammation of 
the mucous membrane of the palate, tonsils, uvula and pharynx, 
characterized by the eruption of herpetic vesieles, which soon 
rupture, leaving little circular ulcere that coalesce and become 
covered with a librinous exudation. It is sometimes associated 
with herpes of the lips. 

Constitutional si/tnptoms may be absent, but, when present, arc 
usually of a mild febrile type. There may, however, be high 
fever, preceded by malaise or chill. 

The pain in deglutition (odynphagia), and the dryness ami 
heat of the throat are often much greater than in ordinary 
forma of pharyngitis. In rare instances, in children, the fiiiac 
membrane has extended into the larynx, causing sufDioHtion, 
Usually the disease terminates in recovery in about a week or 
ten days. 

Chronic or remrreiU herpes of the ihrcxH is eucountcpod in rare 
instances. 

How is eommon membraiioiis sore-throat to be distingiuBhed 
from diphtheria 1 

The diagnosis is sometimes very difficult, and, when in doubt, 
the aafcr pUu is to consider the case one of diphtheria. As n 
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rule, however, the islet-like distribution of the patches of fibrinous 
exudation covering the ulcers left by rupture of the vesicles of 
herpes is quite different from the appearance presented by the 
coherent, continuous mass of thick, yellowish or grayish mem- 
brane observed in diphtheria. Herpes is more frequent upon 
the palate and tonsils. Diphtheria usually involves the phar- 
ynx extensively. The constitutional symptoms of diphtheria 
are, as a rule, much more profound than those of herpetic 
sore-throat. Herpes of the lips often coexists with herpetic 
sore-throat, very rarely with diphtheria. Diphtheria is con- 
tagious. Herpes is non-contagious. 

Gangrenous Pharyngitis, 
What is gangrenons pharyngitis ? 

Gangrenous pharyngitis^ or putrid sore-throat, may originate 
independently of any other malady or may follow prdinary 
forms of pharyngitis, or the sore-throat of the exanthemata, or 
of dysentery, or of typhus or of typhoid fever. It sometimes 
occurs in cases of tuberculosis. Constitistional symptoms are 
typhoid in type. The local symptoms are those of violent inflam- 
mation of the mucous membrane of the tonsils, palatine folds, 
and walls of the pharynx, which soon become covered with 
gangrenous patches. The destructive process rapidly extends, 
sometimes into the esophagus, the larynx, and the nares. 
Sometimes the process is extremelj' limited, as to the tonsils. 
Erosion of blood-vessels may cause fatal hemorrhage. 

How is gangrenous sore-throat to be distinguished from diph- 
theria? 

In gangrene, the patches are grayish-black in color from the 
outset,' while the pseudo-membrane of diphtheria becomes dark 
only as the disease progresses. 

Swelling of the cervical glands is unusual in putrid sore throat, 
and the characteristic odor of gangrene is almost unmistakable. 



13 



ESSENTIALS OP DIAGNOSIS, 



Betro-pharyngeal Abscess. 

What are the Bymptonu of retro-pharyngeal abscess f 

ISuppurntion iu the retro-pharyngeal tissues is most eonimonly 
a. result of destruclive disease ol' llie cervical verlebrce ; it may 
also be due to inflammation of tbe lymphatic glands or of tlie 
connective tissues, I'csultiug from traumatifim or developed in 
the aourse of infectious disease, or by exteneiun from adjacent 
disease, Tbe aficction is more common in children than in 
adults, and in tuberculous or syphilitic tban in other subjects. 
There may be an initial chill, with nnufea and vomiting, fol- 
lowed by considerable elevation of temperature and acceleration 
of pulee. 

There are Boreness of tbe throat, with pain and difficulty of 
swallowing ; orthopnea ; Buffocative paroxysms ; and noisy 
breathing; the voice is muffled or nasal. Tho head is often 
thrown back. There is little or no cough. 

The neck may be swollen and tender to touch, especially be- 
hind the angle of the jaw, in front of the sterno-niastoid muscle. 
The submaxillary glands may suppurate and tluutuation become 
evident. 

On inxpfction of the throat the posterior wall of the pharynx 
nmy appear tumid, or a distinctly circumscribed pi-ojcction may 
lie seen, tlie mucous membrane over and around the swelling 
being reddened, perhaps ecchymotic. 

' Tlje abscess may be so hidden that the use of the mirror may 
be necessary for its detection. 

On palpalioH fluctuation may be elicited. 



THE ESOPHAGUS. 

Stricture of the EBOpbagus. 



What are the symptoms of strictare of the esophagus T 
The esophagus may bi; niirrowed by uew-i;rowtli8 in i 
by cicatrices resuUing from previous syphilitic or tuberculous 
disease or from the ingestion of corrosive substances, by pressure 
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from without, aa by an aneuriam or a. new-growth, or as a con- 
genital raalfor Illation, Deglutition is interfered with, so that it 
may be possible to swallow only liquide. If the narrowing is 
decided, a poutb forms above tlie seat of constrietion, in which 
considerable quantities of food accumulate, to be periodically 
rejected. Esophageal growths, if favorably situated, can some- 
times be detected by the methods of laryngoscopy. Hiopha(jo- • 
xt^y has not yet been auffi(;iently developed for diagnostic pur- 
poiies. Conclusive evidence of the existence of a stricture of the 
esophagus ia furnished by tbe reaistance encountered in the in- 
troduction and withdrawal of a bulbous bougie ; if aneurism be 
suspected, this means of exploration is not permissible. 

How are fanctional and organic strictures of the esopliagus to 
be differentiated ! 

Spasmodic contraction of the esophagus ia apt to result from 
the presence of a foreign body, as a bougie, in the gullet. Spasm 
of the esophagus (eso^igismua), in a degree sufficient to give 
rise to symptoms, sometimes occurs in liysterical persons. Under 
tbe conditions last named, food may he obstinately rejected and 
a considerable degree of emaciation result. The introduction 
of a bougie may be met with some resistance, which, however, 
slowly yields to gentle pressure. Careful observation will dis- 
close the fact that not all the food taken is rejected. A powerf\il 
impression, Judiciously made, may at once cause the disappear- 
ance of the symptoms, which occur, witliout discoverable cause, 
in a person with other hysterical attributes. 



THE STOMACH. 

How may the duration of digestion be tested 1 

An experimental meal, consisting of gruel, an ordinary piece 
of beefsteak, and white bread, is given ; after which nothing is 
to be taken until the examination is concluded. Seven hours 
after eating, the stomach is to be washed out by siphonage with 
a soft-rubber esophageal catheter. If digestion is normal the 
washings should contain no remains of the food, or at most but a 
few particles. 
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What are the tests for free hydroohloric add in the gastric 
conteatsi 
Many tests have been proposed, none of which iB absolutely 
free frojn fallacy. For pracLica! piirposas, Congo-red and phloro- 
glucia-vanillin aeeiu to be Lhe most available. 

1. Strips of filter-paper aaturated with Cougo-red become blue 
if dipped in fluiJ containing free hydrochloric acid ; organic acids 
likewise diacolot Congo-red, but do not produce the same blue 
tint. 

2. One or two drops of a solution consisting of phloroglucin, 
two parts ; vanillin, one part ; absolute alcohol, thirty parts, 
art! placed in a shallow, porcelain capsule, with an equal TOlume 
of the liHratc obtained from the stomach-con tents, and gently 
heated. If free hydi'oehlorio acid is present in a proportion of 
0.05 or more per thousand, a bright-red deposit will form. If nu 
hydrochloric acid be present, the deposit is brownish-red or 
brown. The presence of sulphuretted hydrogen is said to be the 
only source of error. 

How IB the solvent power of tlie ^trio juice tested 

By the administration, on sin empty stomach or one hour after 
a trial-lire ak fast of tea and luasl, of potassiimi iodide in rubber 
capsules fastened with fibrin, and examinatiou of the saliva for 
iodine-reaction by means of starch-paper and the fumes of strong 
nitro-hydrochloriu acid. Normally the reaction should bo de- 
monstrable in from six to eleven minutes after the ingestioit 
the capsules. 



Oastralgia. 



I 



What is gastralgia or ^astrodynia^ 

Gastric pnin is usually symptomatic of inflammation, nlcera- 
tiiiu or neoplasm. It may, however, occur independently of 
recognizable structural disease, and is then considered a neu- 
ToaiB—'Deuralgvt of the slomach. The pain of neuralgia is spas- 
modic, of a cutting character, usually rather brief in duration, 
shooting and shifting in seat, and occurs spontaneously or im- 
mediately after the ingestion of food. It may induce and be 
reUeved by vomiting or eructation. It is relieved by boat or 
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preeaure. It ia not acctiini)atiie(l by vomiting of blood or by tbe 
usual in an i Festal ions or disordered digestion. Other neurotic 
Bymptoms may coesiat. 



I 



Acute Gastritis. 

What are the symptoms of acute gastritis ? 

Amttf gastrilif results from the entrance of irritating matters 
Into the stomanh. It varies iii degree in accordabcc with the 
intensity of the causative irritant. The milder attacks are 
Bometimea called "newfc ganiric ratan'h" or ^^ticute iTulige^ion." 
Acute gastric catarrh may eomplicata infectious diseases, or its 
exciting cause may escape detection. 

The ^/mptoms ace anorexia, nausea, vomiting, often epigastric 
pain and tenderness ; in a severe attacli, the face in pale and 
anxious, the pulse small and firm ; the akin may he cold and 
clammy ; there may be moderate elevation o{ imiiperalure; syn- 
cope and collapse may occur. Ttie vomited matters consist of 
the contents of tlie stomach, mucus, perhaps bile, and sometimes 
1 blood. There is often violent retelling, without espulsion of the 
' contents of the stomach, or occurring when the organ is empty. 
In addition there are commonly headache and thirst. The 
limnue may be red and angry. Perforation of the walls of the 
sttiujach may take place. Peritonitis may develop. The inter- 
lines are not likely to entirely escape. 

How are the gaatric symptoms occurring at the onset of acute 
febrile disorders or in the coarse of cerebral disease to 
be distinguished from the symptoms of acute gastritis! 
The vomiting of acute, febrile disorders, or of cerebral dis- 
ease, is not dependent npon the ingestion of food ; nor is it 
necessarily attended with nausea, coated tongue, or pain in the 
epigastrium. Tenderness is not common. If symptoms indicative 
r of a constitutional affection liave not been obtrusive, careful 
L investigation will succeed in detecting them at once, or after the 
'a variable period. No single symptom, but an associa- 
^tion of symptoms estahliahes the dia 
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How are acute gastritiB and intestinal obatrnction to be differ- 
entiated! 

The vomltiug of iutGstioal obetruction usually, but not 
invariably, be^^onies fecal ; tLe rolling of tlie obalructed iotes- 
tiues may be appai-enl through the abdominal wails. The 
matter vomited iu acute gaetritis consists largely of mucus, 
perhaps of some blood, and shreds of mucous membrane ', while 
there is a history of irrilation, poisoning, or indiscretion in 
diet. Obstinate constipation attends obstruction j acute gas- 
tritis is rutber hkely to lie assotiated with diarrhea. If an 
obHlruction of the bowel be not speedily removed, death results. 
Recovery from the milder forms of acute gastritis may take pUk^h 
spontaneously. ^B 



Chronic Gastritis. ^ 

Wliat are the Bymptoma of chronic gastritis 1 

Ckroiiic yualnii.i or i-hromi: yaslrie catarrh is the principal 
factor iu the production of dyspeijsia. The symptoms dilier 
from those of acute gastriMs not only in degree, but also iu 
character. Tiierc are many varieties of the afl'ection but the 
general phenomena are the same in all. The more or less per- 
sistent ingeation of food or drink, improper in quality or exces- 
sive in quautity, is the prinuipal cause of chronic gastric catarrh. 
The disorder manifests itself by nausea, vomiting, impaired 
appetite, coated tongue, epigastric discomfort, aggravated by 
the ingestion of food, flatulence, eructations, pyrosis, acidity, 
bad taste, offenBive breath, and palpitation of the heart. There 
is dull, diftuse abdominal pain, relieved by vomitiug. There 
is also diffuse epigastric tenderness. The vomiting, as a rule, 
takes place from one-and-a-hnlf to two hours alter the ingestion 
of food. CousLipation is common. Usually there is increased 
thirst. The complexion is often sallow. Headache is fi-equent 
and vertigo not uncommon. There may be loss of llesh and 
emaciation. Mental opernliona are in many cases temporarily 
Bluggieh, depression (" blues'^), not rare, and sleeplessness or dis- 
turbed sleep and disquieting dreams quite common. 

If much accumulation of uniligcHtod and decomposing tbod 
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macemt 
Hilty of L 



place, or iinpairment of the motor activity of Ihe stomacli 
becomes decided, dilatation of the viscuB (gaslrecla^ia) may re- 
sult, A BUCcesBion of meals maj be taken before vomiting occurs ; 
when it does, astounding quaulitiea of liquid, containing the 
macemted and fermenting remains of food, and various fungi 
'(especially the yeast-fungi and sarcins), are ejected. The quan- 
.ilty of hydrochloric acid in the gastric juice may or may not be 
Organic acids of fermentation are usually present. 

What are the physical signs of dilatation of the stomach T 

Dilatation of the stomacli givea rise to abnormal prominence 
of the upper portion of the abdomen, with extension of the area 
of gastric percussion-tympany when the organ is empty, and of 
percuasion-duluess when it is filled. When partially filled (the 
ordinary condition], succusslon-splashing is easily eticited, the 
stethoscope being placed over the pyloric region while sudden 
motion is imparted to the left hypochondrium and lumbar region. 
If so late as thirty-six hours after the administration of salol, 
salicylic acid can still be detected in the urine by a purplish or 
purplish-brown precipitate on the addition of tincture of ferric 
chloride, the delay in the propulsion of the stomach-contents 
into the duodenum is considered sufficient to warrant tlie diag- 
■ nosis of gastreutasia. 



P Gastric Ulcer. 

What are the Eymptonu of gastric nicer ? 

Destruction of llie mucous coat of the stomach may be a 
result of acute gastritis. More commonly, however, gastric 
ulceration develops in the course of chronic gastric catarrh, 
especially in anemic women with impau-ed nutrition. In some 
oases, ulcers of the stomach result fVom occlusion or obstruction 
of gastric vessels. Gastric ulcer is not inft-equent in cases of cir- 
rhosis of the liver. The symptoms are sometimes obscure, and 
the disease may go unrecognized until suddenly perforation and 
death result. Symptoms of gastric calarrli are usually present, 
JFilh vomiting, imijaired appetite, discomfort after meals, flatu- 
lence, acidity, coated tongue. There are acute pain and marked 
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tenderneHB in the epigastrium or hypochonUrium, also soiuetimes 
in the lower dorsal or upper lumbar region. Pain and teoder- 
neae over oi' near the spinal column oppoeite the Bite of epigastric 
pain Ib quite characteristic or gastric ulcer. The pain aud accom- 
panying tenderness, anteriorly as well as posteriorly, are most 
fi-equently distinctly circumscribed. Pain is aggravated by the 
ingestion of food, especially solid food, and relieved by vomiting, 
which usually occurs soou sfter food is taken. The vomited 
matters are often blood 'Streaked ; or a considerable quantity of 
blood, bright-red in hue, or discolored by the gastric juice, is 
vomited. Following hcmateniesis the stools contain more or 
less black, tarry matter. Anemia is a common attendant upon 
gastric ulcer. Dyspnea and palpitation are its concomitants. 
There are often great emaciation and profound prostration. 
Occasionally perforation of the walls of the stomach results ; if 
adhesive inflammation have occurred, adjacent structures, as 
liver or pancreas, may constitute the floor of the ulcer ; other- 
wise fatal peritonitis ensues. 

How u oluoiiio gflstritiB to be dutingiiished from gastric nicer ! 

The difference is one of degree. With ulceration of the 
stomach are associated the symptoms of clironic gastritis, but 
in addition there are the exquisite localised epigastric pain and 
tenderness, which differ from the difiuse soreness of simple 
gastritis, nematemesis is usual in ulcer of the stomach and less 
usual in chronic gastritis of other than alcoholic origin ; and the 
blood in the latter ease is not likely to be bright in color or of 
frequent appearance in the vonait. In gastritis vomiting occurs 
not only after taking food, but not uncommonly ou an empty 
stomach as well. The vomiting of ulceration is usually brought 
on by eating. Chronic gastritis responds more readily than 
gastric ulcer to judicious tii:atment. The age and sex of the 
patient sometimes help the diagnosis, as ulcer is most frequeat 
in young persons and especially in anemic girls. ^^^1 

Carcinoma of the Stomach. ^H 

What are the lymptoms of carcinoma of the stomaohT 

Cnrrinnma "f ihe i-bnu/ivh appears principally in two forms. 
In the one the cellular element predominates ; in the other the 
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fibrous. The former invoivea the t-oats of the body of the 
stomach ; the Inttur almost exulusively titc pylorus. Tha symp- 
toms occasioned differ in each case. When the body of the 
stomach ia involved the aymptoms are those of an aggravated 
chronic gastritis: impaired appetite, pain after meals, sometimes 
vomiliug, with slow cmnclation. As time goes on, ulceration 
takes place in the neopla^im, with the addition of the symptoms 
of this condition : severe, deep-seated pain in the region of the 
epigastrium, aggravated by the lugeBliou of food, vomiting of 
blood -streaked matters and of disuolured blood presenting an 
appearance of coftee-grounds. The etools contain tarry matters, 
ftvm disorganized blood. With the iunilration of the walls of 

»Jthe stomach, adhesions are formed with adjacent organs, which 
]Viay be progressively invaded. 
' When the new-growth involves the pytorua, a characteristic 
feitnre is dilatation of the stomach. The organ maybe con- 
siderably displaced by the weight of the tumor. Emaciation 
ensues ; while the development of the carcinomatous cacheKia 
ia of diagnostic significance. The feature without the establish- 
ment of which the diagnosis of carcinoma of the stomach is 
doiibtfhl is the presence of a tumOr in the epigastrium. In 
sctrrhus of the pylorus death results from exhaustion, as a 
result of inanition ; in cellular carcinoma metastasis plays a 
prominent part in determining a fatal issue. 

How are carcmoma and ulceration of the stomach to be differ- 

^eIltiatedT 
The similitude between the symptoms of ulcer of the stomat'h 
Und those of carcinoma of tlie stomach is sometimes so great 
that the diagnosis is extremely ditHcnlt. The detection of a 
tumor in the area occupied by the stomach is convincing. In 
its absence, a cachexia or the detection of enlarged glands or 
new-growths at other parts of the body may afibi-d corrobora- 
tive evidence. While the symptoms of ulceration may set in 
acutely, and rapidly assume a grave aspect, they may on the 
other hand be comparatively mild ; ivicovery is the rule. The 
"hmptotns of carcinoma are more slowly developed, more per- 
latent and more profound than those of ulcer, and the pro- 
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greeaof the case reveals Us malignancy. If tlie pylorus is iu- 
volveil, Tomiting doee not take place for some time after fooU 
has been taken, while both in uleeratiou and in cellular cnrci- 
uoraa of the body of tbe stomach vomiting, when it oct^ure, takes 
place early. Obstruction of the pylorus by cnrciuoma occasions 
dilatation of the stomach. Before the fortieth year of life ulcera- 
tion is the more common ; after forty, carcinoma. lu ulcer, the 
gastric hydrochloric acid is said to be excessive ; in carcinoma, 
to be wanting. In simple ulcer, sudden, more or less pi'Ofuse 
licmorrlioges occur ; hence the hlood is often bright, and when 
discolored it is a visciil lluid or coagulated in coherent clots. In 
carciuoniatous ulcer there is a slight but more or less continuous 
oozing; hence vomiting of blood rarely occurs apart from the 
admixture with food of the disoi^anized " coffee-grounds" sedi- 

How is carciiioma or sarcoma of the omentam to be distin- 
guisbed from carcinoma of the stomach! 

The detection of a tumor In the region of the epigastrium Js 
not eicclusively indicative of carcinoma of the stomach. The 
omentum may be the seat of carcinoma or sarcoma. In such a 
case the symptoms of gastritis are not necessarily present ; in 
imrticular the vomiting of matter resembling coffee-grounds ii 



How ii camnoms of the stomadi to be diititigiuBhed from oarei- 
noma of the pancreaa T 
It may be. impossible to deicide from anatomic consideration". 
especially in view of the displacement that often occurs, whether 
a tumor in the epigastrium is gastric or pancreatic. If the 
former, definite symptoms of gastric derangement are present ; 
the visceral symptoms of the latter are ill-detined. The exist- 
ence of diabetes and the imperlect digestion of fats would point 
to involvement of the pancreas. Jaundice sometimes accom- 
panies carcinoma of the pancreas from pressure upon the bile- 
ducts. In gastric carcinoma without liepatic coiuplicatioQ this 
doea not occur. 
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How u chronic gastritis to be distinguiahed from carcinoma of 
the Btomacli ! 

It ia not sufficient to make a diagaosiH of chronic gaetritiB. 
The existence of carcinoma, should, if ]iu^ible, always be ex- 
clnded. If, in addition to the symptoms of gnstritis, there ia 
severe and persistent pain in the epigastrium, or pain increased 
<Hr developed atler eating, with vomiting sliortly alter meals or 
ftfter a variable interval, the ejected niatlcra resembling coffee- 
grounds ; if there exist cachexia, new-growths in various parts 
of the body, and a tumor can be detected in the region of the 
epigastrium, the gasti-itis ia but a concomitant of the malignant 
disease, which, in the course of a year or eighteen mouths, is 
almost necessarily fatal. Carcinoma ia uncommon before forty ; 
gastritis may occur al any time of life. The gastric juice is 
said to contain free hydroehloric acid in nearly all cases of 
chronic gastritis, but to contain none in cases of gastric carci- 
noma- While the persistent absence of free hydrochloric acid 
i^oiild excite suspicion of the existence of maltgoaut disease, it 
is not conclusive evidence. 



THE INTESTINES. 

Acute Enteritis. 



I 

^E What are the symptoms of acnte enteritis' ^ 

^B Acute inflammnlion of Vie. ninall iiUtsline may vary greatly in 
^ftieverity, from a simple catarrh of the mucous lining to an in- 
H|ienee ioaammation involving the submucous and muscular 
B tuuicB and even the peritoneal investment. 

Aade intestinal catarrh or mueous efOeritig is, in moat coses, de- 
pendent upon the presence of irritating matters in the bowel. 
As a result, there occur diarrhea, with colicky pains, and often 
considerable tenderness in the abdomen, and febrile and other 
constitutional manifestations of varying intensity. The stools 
may number fh>m three to six or more in twenty-four hours ; 
they are thin and liquid, containing u ndigeated food and conside- 
rable mucus, and may be streaked with blood. The stomach is 
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likely to ehare io Ihe iDflammatorY process, niid tlie eymptoinE 
of a more or less intense gastritis nre Kuperailded, 

When gastifi-enteritis is due to the ingestion of corrosive ani) 
poisonous subslantes or to the ingestion or development of 
ptomaines, the symptoms become more severe, and collapse and 
death may oocur. 

lu the severe caaes of acute entmlts, invotviag the serous, mus- 
cular and submucous coats, constipation, or eonstipatioi] alter- 
nating with slight, irritative diarrhea, is the rule; actual oli- 
struction uf the Ixiwel, from iuflamiuation, paralysis, or in- 
carceration by bauds of lymph, is not uncommon. Tlie consti- 
tutional and lociil symptoms are correspondingly intense. There 
may he an initial chill. While the pain may be colicky at first, 
it soon becomes constant, eubject, however, to paroxysmal ex- 
acerbations. It is increased by pressure, tenderness at times be- 
ing exquisite. As in peritonitb, the patientlies upon his back 
with flexed thighs, to relax the abdominal muscles. There isuot 
uncommonlyft marked and distressing pulsation to the right of 
the umbilicus. Thirst, nausea, vomiting and retching may be 
decided, even in the absence of gastric involvement. Tlwftvcr 
becomes high and does not remit, as it does in intestinal catarrh. 
The piihe is rapid ; at first tense and ftall ; afterward, small and 
wiry. Following a copious stool, amelioration and recovery may 
ensue; or symptoms of failing circulation, with distention of the 
abdomen, hiccough, incessant retching, sweating, anuria and 
psba nation, may precede death. 

How are acute catarrhal enteritis and typhoid fever to be 
differentiated 1 
Some degree of inflammation of the small intestine necessa- 
rily attends typhoid fever. Occurring as an independent affec- 
tion, however, enterillB is wanting in the epistaxis, the severe 
headache, the rose-sjiots, the cbarac I eristic temperature-curve, 
the peculiar character of the stoolR. the gravity and the 
typical course and duration of the genpral infectious disease. 



CROUPOUS ENTERITIS — CHOLERA MORBUS, 



Croupous Enteritis, 

What is cronpoiu enteritu 1 

Oroujtous or mevifirawais enlerttix is a, somewhat rare diaease, 
characterized by the discharge of fibrinous casts of the bowel, 
or of llnlies of fal^e membrane. 

These are usually expelled, after parojtysniB of colic, with 
pnloful straining, in watery stools containing mucus, sometimes 
bl(x)d, but little fecal matter. The paroxysms are often pre- 
ceded by couBlipation, and attsociated with or followed by diar- 
rhea. The affection Jb obetinately recurreut. It occurs chiefly, 
if not exclusively, in hysterical or hypochondriacal subjects iu 
early adult or middle life. 

Cholera Morbus. 

What are the symptoms of cholera morbuB or cholera DoatraaT 

Cholera vmrfms or dwivra iwntea.* is an acute disease, ninst 

prevalent during the auramer months and characterized by 

ioAammation of the stomach and intestines. It is commonly a 

result of the ingestion of unsuitable and irritating articleB 

tof diet. The affection is manifested by colicky pains in the 

Rabdonien, by nausea, vomiting and diarrhea, by cramps in the 

Plegs, by increased thirst, by headauhe, vertigo and debility, hy 

coldness of the extremities, by prostration and rapid wasting. 

Despite the severity of the symptoms, recovery is almost 

invariable. 

How are cholera morbus and cholera Asiatica to be differen- 
tiated? 
The symptoms of cholera morbus and those of eholora Asiaticfl 
differ principally in degree. Cholera Asiatica, however, occurs 
in epidemics ; isolated cases are rare, (.'holera morbus, on the 
other hand, is not an epidemic disease. The mortality from 
cholera Aeiatica is high ; recovery from cholera morbus is the 
. nile. The detection of characteristic comma baciUi in the feces 
Ijor in the vomit conflrme a diagnosis of cholera Asiatica. 
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Cholera Infantmn. 



1 



What are the symptoms of cholera infimtamf 

Chottra ijifunlum is practically gastro-CDteritie in children. 
It iH a cliEeaae ut' the suitinicr niuuths, aud in iotimately rclaletl 
Willi heal, foul air, uncleanliiiess and fermentation of food. It 
is manifested by vomiting, profuse watery, often fetid diarrlien, 
fever, rapid wasting, depressed fontanel, convulsiotiB and coma. 
AmoDg the poor the fatality of the disease is great. ^^^ 

Chronic Enteritis. ^^| 

What are the symptomB of chronic enteritis 1 

As dironic aUtritvi or intestinal uaturrk moat frequently rBSUlts 
from pertsisteut errors in diet, tlie symptoms depend upon 
retarded aud defective intestinal digestion. Pain and oppres- 
sion occur at a time after the ingestion of food that varies with 
the seat of the morbid process. In duodenal catarrh the symp- 
toms appear earlier llian when the jejunum or ileum is involved. 
When the lower portion of the intestine is affected, colicky pains 
are frequent. There may be persistent diarrhea, obstinate con- 
stipation, or diarrhea alternating with constipation. The stools 
arc slimy and may contain undigested food. The abdomen is 
distended ; datuleuce and belching are usual. The complexion 
is sallow. Tlie niih-Uion is impaired. Headache is common. 
Sleep is disturbed by dreams, while there is unusual drowsiness. 



Acute Dysentery. 

What are the aymptoms of acute dysentery ? 

Acute dystvXcTi) is pmctically an inflammation of the large in- 
testine, probably dependent upon a specific infection; rarely 
the lower portion of the small intestine is involved. The in- 
flammation may be of varying intensity. It may be catarrhal, 
ulcerative or diphtheritic. There are slight fever, abdominal 
pains of a griping character (tormina), terminnling with fre- 
quent, small, sUmy stools, streaked with blood, each evacuation 
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lieing attended with bearing-down, burning pain and muEuular 
Epasm (tenesmuB), The stools sometimes contain pus, sometimes 
shreds of membrane ; in mnny eases the aiiieba coli is found. 
In addition there are headache, vertigo, wealcnesB, tliirat and 
iwrhaps uauaea and vomiting. Dysentery is a prolific source 
iif heimtie abscess. Death may result from eshauslion, or from 
perlbration of the bowel. 

How are intnunsceptioii of the bowel aod acnte dysetttery to 
be differentiated J 

In cases of intiissusceplion of the bowel the stools may be 
f^mall, frequent, niucoue, blood -b treated, and attended with 
teneamua. Inquiry, however, will eUcit a history of abrupt 
onset ; examination will disclose the presence of a sausage- 
shaped abdominal tumor, perhaps also protrusion of the bowel 
at tlie amis. Intussusception is the more common in children ; 
dysentery, the more common in adults. 

How are acute enteritis and acute dysentery to be differen- 
tUted? 
The pain of acute intestinal catarrh is coliclty, but the pecu- 
liar tormina and tenesmus of dysentery are wanting. The 
•tools of dysentery are more frequent than tjioso of enteritis, 
are smaller in quantity, contain more blood, and arc in less 
degree fecal. Dysentery is more Likely than is enteritis to be 
epidemic. 

How are acute dysentery and typhoid fever to be differen- 
tiated? 
While both acute dysentery and typhoid fever are attended 
L with diarrhea, the stools of dysentery are frequent and small, 
■ perhaps inelTectunl, ami are composed principally of blood- 
r streaked mucus ; the stools of typhoid lever are not neceBsarily 
frequent, are larger, often tbin and like pea-soup. The epis- 
taxis, the rose-spots and the characteristic temperature-curve of 
typhoid fever are wanting iti acute dysenterj-. The duration of 
. dysentery is briefer than that of typhoid fever. 
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Chronic Dysentery. 

What are the symptomB of chronic dysentery? 

Dysentery may from the outset manifest a tendency to chron- 
icity ; or an acute dysentery may become clironic. The symp- 
toiHB of chronic dysentery differ little from those of the aoute 
disease. Febrile Bymptuma, liowever, are wanting; intermis- 
sious occur ; wasting takes place ; anemia develops ; the com- 
plexion becomes sallow ; hepatic abscess may form. 



Typhlitis. 

What are the symptoniB of typhlitb! 

Inflamniatiim takes 'place in the cecum or vermiform ap- 
pendix as a result of the accumulation and impaction of feca! 
matters ; or from irritation by a calculus, the nucleus of which 
may be inspissated mucus from catarrh of the appendix ; or by 
a foreign body, such as a cherry-stone or a grape-seed. Trau- 
matism and straining arc occasional exciting causes. The pro- 
cess may be catarrhal, ulcerative or gangrenous. The pre- 
monitory symptoms are vague and are frequently mistaken for 
simple colic. Diarrhea may alternate with constipatiou, still 
further misleading the inattentive observer. If the cecum be 
involved, it becomes paralyzed and distended witli accumulated 
feces ; thus, the condition declares itself primarily by the Byini>- 
toms of intestinal obstruction, by pain, often severe, a.nd in- 
creased by motion, in the rjnht iliac fossa and right hip, with 
tenderness, a sense of doughy induration, and dulness on per- 
cussion. The tumor is superficial and sausage-shaped, its long 
axis pointing inwards and downwards. It is slightly movable ; 
gurgling may sometimes lie developed. The pain may be parox- 
ysmal or paroxysmally agsravated, and is frequently of an 
agonizing character. There is usually some fever, and at times 
the temperature may reach from 11)^ to 104° F. Peritonitis may 
develop, even without ulceration and perforation of the bowel, 
and its symptoms then predominate. It may remain localijied 
or become diffused, With relief to the obstruction, recovery 
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;ollaj)se may suddenly occur, recovery o 
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Perityphlitis. 



following. 

If offpejidicilis alone exiatK Ihere may be bo interference with 
the passage of the intestinal contents, and the (svidencea of a 
tumor io the iliac foesa are wanting, unless the appendix have 
undergone gixat distention. In ulcerative appendicitis, per- 
foration not rarely results, giving rise to a general or localized 
purulent peritonitis. This event may be announced by sudden 
pain, shock, chill and rise of tenipeifitnce, followed by the de- 
velopment of a ductuatiog tumor indicative of abscess ; or the 
condition may develop insidiously and be difficult of recogni- 
tion. Sometimes, after initial »iboclc and pain, deceptive im- 
provement is manifested. Bnrgical exploration may be a diag- 
nostic necessity. Attaclis of typhli tis are prone to be repeated. 

^M Wliat are the BfmptomE of perityphlitiB ? 
^^L PerityjAlitiis. or iullaniniation of the tissues surrounding the 
^^pjecum and its appendix, usually occurs in the course of typhlitis 
^^Pot of appendicitis. The libroua structures and the peritoneum 
are involved alone or in association. If perforation takes place, 
an abscess may form, or general peritonitis result, or both com- 
plicationa may be present. As a rule, the pus is shut off from the 
general peritoneal cavity by a capsule. The symptoms vary with 
the pathologic association. To those of the primaiy condition are 
added an acute exacerbation of pain and tenderness, as well as of 
the general aymptoras, perhaps preceded by a chill. The pain is 
deep-seated and is increased by flexing the right thigh upon the 
abdomen. Sometimes the patient is unable to lift the right leg. 
He usually lies upon the right side, with the thigh semiflexed. 
If an abscess forms, there may be repeated rigors and a fluctu- 
ating tumor in the right iliac fossa. The tumor is not super- 
flclal and sausage-shaped like that of cecitis, hut is deep-seated 

^and irregular. A pericecal abscess may sometimes be detected 

' y rectal exploration. If peritonitis develop, death may ensue, 
<r gradual exhaustion, or suddenly, with manjr 
betatious of collapse^ 
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With what condition* may appendicitis or perityphlitii be con- 
founded t 

IntlamiualioDS of tlie cecum and its appendix or inflamma- 
lion and alisceite of Lhe surrounding tissue have been nitBtaken 
for tjplioid. fever, aud for " idiopathic peri ton i tia. " 

The uiistake is more likclj to lie made when the inflammation 
of the appendix lias been slow and the symptoms indistinct, 
until perlmpe perforation occurs, causing a limited abscess or a 
general septic peritonitis. Deep-seated bat limited abscess may 
for a Lime be concealed from other than surgical exploration, 
aud through septic poisoning give rise to the " typhoid state." 

Before localizing symptoms, such as induration, or the pres- 
euce of a ductuating tumor in the iliac fossa, render tlie case 
clear, the occurrence of one or more rigors, the absence of dis- 
tinctire characteristic symptoms of typhoid fever, llie course of 
the temperature, aud sometimes the location of the tenderness, 
should prevent mistake. The location of the pain and tender- 
ness, however, may be misleading, as the appendix varies greatly 
in its position ; and appendicitis has even been known to simu- 
late hepatic disease. Sometimes only an exploratory iacibion 
can settle the diagnosis. 

The exploring needle or aspirator should never be used. 

How are perityphlitis and typhlitii to be diatingnished from a 
lumbar abscess? 

Destructive disease of a lumbiir vertebra is usually followed 
by suppuration, the pus following iu the course of the psoas 
muscle and seeking exit below Poupart's ligament. A collec- 
tion of pus forming in this way differs from typhlitis or peri- 
typhlitis by the absence of symptoms of intestinal derangement. 
The situation of the tumor is diflbrent in each case. In the one 
case, examination will reveal a deformity of the spinal column, 
with pain and tenderness in the lumbar region. The symptoms 
are alow aud progressive. They may be associated with visceral 
tuberculosia. 

How are typhlitis and perityphUtiB in a woman to be diatin- 
goished from an abscess of the right ovary? 

All abscess of the riiibt ovary is silimted nenrer lhe middle line 
than is the sweUing of typhlitis or perilypblilis. With typhlitis 
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perityphlitis is associated gastro-intesliiial demngenient ; 



\'n^iQa) and rectal eKamirmtioD may clear up auy duubt. 

How &re typhlitis and perityphlitis to be diitinguislied from 
cardnoma of the cecum t 

The symptoms of typhlilia and perityphlitis are likely to 
appear suddenly ; lliosc of carcinoma insidiously and progress- 
ively. Typhlitis and perityphlitis are aflectioos of conipai-a- 
tively brief duration ; carcinoma of the cecum will probably 
uontinue for a number of months after its detection. Theinflam- 
niatory processes arc usually attended with fever; carcinoma 
Ih not. When typhlitis or perityphlitis has existed for some 
lime, lluctuation^ indicative of the occurrence of suppuratioii 
—can be detected in the tumor ; the carcinomatous new-growth 
retains its original density. Perityphlitis ov typhlitis niay be 
attended with emaciation and salEowness of skin, hut not with 
the cachexia of carcinoma. When the tecum is the seat of 
carcinoma, like new-growths arc usually found in other parts of 
I the body. 

Intestinal Obstruction. 

What are the Bymptoma of intestinal obstmctlon? 

The lumen of the bowel may he obliterated by an accumula- 
tion of feces, by a large gall-stone, by an intestinal calculus 
» (enterolith) or other foreign body, by organic narrowing of the 
t>owet, by stricture or neoplasm, hy a twist or volvulus, by 
external constriction and by strangulated hernia, internal or 
external. 

The condition may arise in a »ul)iect of hahitual constipation 

or of hernia. It may follow a violent physical effort. It may be 

due to acute enteritis. From the onset, or after a variable 

Lperiod during which no stool has been passed, abdominal pain 

■'and' rumbling set in. Vomiting enaues ; at fimt of the contents 

p of the stomach, then of yellowiwh-green fluid and mncns; 

finally the vomiting becomes stercoraceous. The apparent con- 

Rtipation docs not submit to ordinary measures. The abdomen 

becomes distended. The expression of the fecc is drawn nnd 
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anxious, the puls^ snudL npid and feeble, the surface cold and 
clammT. and if the oooditioa be not relieved by medicine or 
operaUTe interrentioa, death is the inevitable result. 

When the obstraction is not complete, as in some cases of 
fecal impaction, there ma^* be more or less frequent passages of 
liquid matters somewhat fecal, which the patient will de- 
scribe as diarrhea. Inspection of the stools, and the evidences 
given by palpation and percussion, of the presence of a hard 
mass in the course of the bowel, usually in tl>e transverse or 
descending colon, will prevent error. The nature of the obstruc- 
tion in any case is to be determined principally by physical ex- 
amination. In cases of strangulated hernia the knowledge of 
the exlHtence of hernia may assist the diagnosis. In the absence 
of such history, examination must none the less be made, if only 
to exclude that condition from among the possibilities in the case. 

Intussusception. 

What are the BymptomB of invagination or intossnsoeption of 
the bowel ? 

Ihuior (H'rtain circumstances, not definitely recognized, one 
portion of tho bowel becomes invaginated in another portion. 
'V\\v Mnall intestine or the large intestine, respectively, may be 
al»>ne in\»>lvetl ; hut nu>8t ci>ninumly the small intestine enters 
\\\K' huvje at the ileoMvenl orifioo. The occurrence of the acci- 
ile\ii i^ aunouueed l\v a sudden attack of pain, repeated in 
|vu>A\>u\!»» t\>Uo\ved by the pixv^onco of a sausage^haped 
tuu\or \i\ the aMomen. And stiH^b of a dysenteric character. 
SxMwotnwex Wx^ fwal mailer is ^v^ssetU and there are frequent 
\t\>eha\\ivx x^t' Mxvsl vM>'^in<\l nwvus^ The ^vwn is intense, and the 
N hOxl vt^^^^ ^^^^' aiKvUxNu is n>^^!i| \\m\u\um\ in children^ ivflen draws 
\\\^ \l> U xi> % Uvxv 10 iho N^VvX l^\>s*^^T>c ;*nd nvunipukitioD relieve 
1^0 ^v^uv ."^\\>^ >v^v,> I >^e evonK^^ATi^Xj: 03n<t5i \>f ^^^T. In the 
sN^\\\^^ >M A \ ^\ ;^t\V ^vv.a\ >Nf i-.^^^ax Ksvv^ ^s ^;tA:$^$ae>) bv the bowel, 
^)\>^ ^v^\\> \sN^'^s^v ,\v.-;--,s\> A^>s\ \\N«^,U4n^ vXvwRv. with the 
>\ >>\i^*^vAvv ,s» ;M,vx, A-^" x^Nv<v,N knVv "l"^ iY)x^:i^tiated bowel 
w^'sv N ^>sswx :\v i>^ ASM* ,\^-^^ ^<^v^r . i rt>^x <rxy« fwotrude 
\\ss'^\ <rs> -^*\^>v 4 -^^\ v\s ,^>- ^j>,- X .^-'j^.'^b*^ a»i wooivttry 



OAKOIHOHA OF THB IKTSSTTITE. 



I tbau iu adults, and io boys 



Ffitm is more ooranion in 
tliHii ill girls. 

How are intussiucepdon and otiBtruction of the bowel to be 

differentiated? 

I Iiilussusception is the more common in childi-en ; obelruc- 

btion, in adults. The symptoms of intussusception appear 

B&bniptly ; those of obstruction are often abrupt in onset, 

I though sometimes of long standing, A sausage-shaped tumor 

is characteristic of intussusception ; certain varieties of ob- 

struetiou are attended with abdominal tumors of irregular 

simpe. Constipation is not bo absolute in intussusception as in 

obstruction ; and stercoraceous vomiting is less common in 

ibe former timu in tlie latter. A discharge of blood and tiie 

protrusion of a portion of bowel from the nnuw are diagnostic 

of intussusception. Digital exploration of the rectum will often 

assist in discrimination. 

How are t]rplilitis and intasBnEoeption of the bowel to be differ- 
entiated? 
Both typhlitis aud intussusception may present a sausage- 
shaped tumor in the right iliac fossa and be attended with 
severe pain and the evideuces of intestinal obstruction ; but 
intussusception, unlike typhlitis, is sudden in onset, is uncommon 
ill adults, is usually afebrile, is liljely to be attended with 
ineffectual or bloody stools, and perhaps to he accompanied 
by protrusion of the bowel at the anus. The tumor of intus- 
susception is not necessarily coudued to the right iliac fossa. 



Carcinoma of the Intestine. 

What are the cllnieal manifestations of carcinoma of the 
intestine 1 

Gardnoma of the intestine is moat commonly situated in tbe 
rectum, the sigmoid flexure, the cecum, the vermiform appendix 
or the duodenum. When ia the duodenum, the papilla of the 
pHiiereatie duct and common bile-duct is usually involved and 
jaundice is apt to result. When other parts of the bowel are 
iuvolved, in nddition to the pain and constitutional phenomena 
occasioned by the malignant growth, symptoms of partial intea- 
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liual obstruction devi^lop. There ia obstinate eonatipation, and 
wheu tbe bowels are moved, l!ie stools appear as thin, flat 
bands, often streaked with pus and blood. On physical esam- 
ination a tumor may be detected. 

Intestinal FaraBites. 

Wbat are the most common varieties of intestmal parasites f 

The inoBt common iiiteetinal jmrasitea belong to the order of 
vermes, of which there are two iraportant classes — ceatoAea, or 
tape-worms, and nermiUxles, or round-worms. 

Of the former the mOre important are the tenia soUnm, tlie 
leiiia mediocanellata, and the hothriocephalvB Jiilus. 

Of round-worms Lhi: most common are the asearia lumbrieokks, 
the oxyuria vemUcularis, anil the l-nchtna spiTttlia. 

The oicyuris vermicularis inhabits the tai^e intestine, the tape- 
worms and tbe lumbricoides the small intcstiue ; the trichina 
migrates from the sl«mach and small intestines into the muscles, 
setting up an irritative fever witb special symptoms, tbe condi- 
tion beiiii; known as trichinuisis. 

What symptoms are occftaioned by the presence of animal 
parasitwi in the intestinal canal! 

The presence of womis iu the iutestioal canal of an otherwise 
liMtllhy individual may occosiuu no appreciable distnrbauce. In 
other cases, however, lher« aw evidences i>r gastro-intestinal 
Uoninseuiout,Gaprictoiis«ppFtite.aU1omiiMl uneAsine^ eolic^ 
ptutK), pwsihly dlttrrbcft, imii«««, riouttin^. loss aT flc«h, debility, 
cuchexia, irresular lewr, ilislurtM^I sk^gv •rnitiiu; of tbe teeth, 
itching of the new and anttn, nervovB manifertatkioa. even epl- 
kpUftviu eoovtttsiou^, 

IIm ili«$tH«s of Intwtinkt ««nn 4tfiMte vqwai the tfiMova; 
of Hut |iums*t«« «w of llMr »<n lit Ac «tiMte. 



The tawia «Mw I W- »(' i^ » bi)w-«v«wi knax^ « jMaK kMa, 
ut sralex. and a »l(*>Wr Mvk. tW hMnl ^ «f ^ »m» W «pte. 



TBSIA MBDIOGANELLATA. 

head, and is Buitnounted by a circle of Iwenty-six booklets, 
aiound which are tour suckers. Frouillie UL'ck ]>a»s off segments, 
or proglollides, that progrusslvely iuureasc hi aize. The eulira 
wot'iu, or strobila, may be from seveD to ten feet long and c 
posed of from four hundred to aix huadred segiuente. The tenia 

Fio. 24. 







i<jd(Hdl 



)1iiim usually develops in man from the ingeetiOD of" meaBly" 
the rtesh obtained from swine infected with the cysticereua 
illulosee, which in turn develops in animals that have swal- 
iwed the ova of the tcuiii solium. 



Tenia Mediocanellata. 



Wbat are the characterutica of the tenia mediocanellata? 

The tenia ntnliocandlata, or uJiarmeil lape-iconn {Fig, 25) differs 
from the tenia solium in that the head, though surmounted by 
fnurauckers, is without hookleta. The tenia mediocanellata may 
allaia a length of from ten to twenty feet, nnd be composed of 
from eight hundred to more than one thousand segments, which 
are longer and broader Ihnn those of the tenia solium 

The tenia mediocanellata is transmitted to man by the raw 
flesh of sheep or cows, in wiiich hosts the larvie develop from 
the ova of the tenia mediocanellatJi. 

Tape-worms are usually present in small numbers ; there is 
ollen but a sin<;le worm ; souietimea there are two or three. 
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About Lhree iiioiilhs are rciiuisito for tlie duvelopment 





Bothriocephalus Latus, ^M 

What are the charaoteristics of the bothriocephalna lattu 1 ^ 

The tnHhriKephaliLi hUus (Fig, ih)) sonietimea called the tciiin. 
Iiita, is a ccBtoiIe wociu, ivith a dub-slukptil henil anil n tilameul- 
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ous neck. On either Bide of the head is a longitudinal sucker. 
The mature segments present a cliaractcristiu stellate appear- 
ance, dependent upon the distention of the' uterus with ova. 
The worm may be from fifteen to twenty-five feet in length, 
aad constituted of from three thousand to four thousand seg- 
ments. It is tliou{,'ht to be derived from fish or fresh-water 
molluscs. 

Ascaris Lumbrlcoides. 

What the charaoteristics of the ascaris Itimbricoidea ? 

Liimbrmr4d or round toDT-nis iiihiibit thp small intestine, 
SdieU worms, embryos, ur ova, are supposed to gain access 




h the alimentary canal of man through drinking water, and In 
iome ioBtances to be conveyed by the fingers tn the mouths of 
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those engaged in cleansing privies or otherwise handling excre- 
ment, but the exact history of their development is unknown. 

Mature worms are from eight to fifteen inches in length, hit 
attenuated at both extremities, and resemble common earth- 
worms, Lumbrlcoid worms may be present in varying numbers, 
from one to a dozen or more. They are usually multiple, and 
in rare instances may be so multitudinous as to occlude the in- 
teBtine. The worms may find their way iuto the stomach, and 
be expelled by vomiting. They may pass from the esophagus 
into the larynx and trachea. They have in this way caused 
suftbcatlon in children. They may cause occlusion of the bile- 
duct or pancreatic duct, and, though rarely, suppuration of the 
liver or of the paucreas. They may also leave the intestine by 
way of a perforation, causing peritonitis or fecal abscess. 

Oxyuris Termicularis. 

What are the cliaracteriBtics of the oxytiriB vermicnlaru ^ 

Oxyures verminxlareSf seat-tLvrntg^ ifcrtoiJ-unmiw, or spool^vmis, 
are from one-eighth to one-half of an incli long. They infest 
the large intestine, especially the rectum. The worms find 
their way out of the anus, and give rise to intense itching, 




I 



Sometimes they gain access to the vagina, and occasion un- 
pleasant symptoms. The parasites may be present in the 
bowel in large numbers ; they are often found in the stools in 
tangled masses, resembling bunches of thread. 



ACUTE PERITO 



Acute Peritonitis. 

Wbat are the Bymptonu of acute peritonitis 1 

Acute jjei-iiojitfiji may result froiu tlie eutrancc of noxious niat- 
lurs iiiLo LliG peritoucal cavity, either tbrougli the blooU, by 
exteueion from adjacent digeasc, by inteHtiaal perCoration, or by 
injury of the dbdominai walla, 'llius, among its causes may be 
dirouiu nephritia, acute rheumatism, typhoid fever, dysentery, 
typhlitis, appendicitis, disease of the uterus and oviducts, tuber- 
eulogis, infectious diseases and traumatism. 

Acute peritouitis may be heal or general; it may be miiple, 
iAtraknt, or putrvl. U is attended with acute abdomiual pain, 
tymptmites, nausea, voraiting, constipation, cotieiderable eleva- 
tion of temperature aud other febrile uiaDifcstations. The 
puiM is small, rapid and tense--" wiry." The/ace is drawn ; the 



The brealkiiig is shallow, rapid, and thoracic. The abdomiual 
pun and teudeniess are so intense that the patient shrinlis from 
the slightest movement, and complains of the lightest covering. 
The legs and thighs are drawn up in flexion, to relax the ab- 
dominal parielea. The surface of the body may be covered 
with ft cold sweat and collapse may ensue. Effusion may take 
place or adhesions form among the structures in the peritoneal 
cavity. Should pus form, there are repeated rigors and hectic 
fever. If the inflammation is putrid, death speedily takes place 
amid the symptoiiis of profound intoxication. 

How are acute gastritis and acute peritonitis to be distia- 
gnished from one another? 

Nausea, vomiting, constipation, headache, abdominal pain 
and tenderness, and febrile symptoms attend both acute gastritis 
and acute peritonitis. In the former, however, the Tornittng 
occurs earlier and is more aggravated than in the latter, and 
the vomited matter may contain blood. In peritonitis, the ab- 
dominal pain and teudemens are not confined to the epigastrium, 
but are more extensive and more intense than in gastritis, while 
abdominal distention is more decided. A cause will lie obvious 
for an acute gastritis sufficiently intense to simulate peritonitis, 
the symptoms of which are relatively the more profound. 
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How are acnte peritonitis and acute entetitiB to be differ- 
entiated? 

The pain of enteritU Is colicky ; that of peritonitis, lancinat- 
ing. Tendemega la greater autl more general in peritonitis than 
in enteritis. Diarrhea is coiiiinon in enteritis ; constipation is 
the rule in peritonitis. Nausea and vomiting are more decided 
in peritonitis than in enteritis. Effusion occurs in peritonitis, 
not in enteritis. The constitutional disturbance of peritonitis 
is comparatively more profound than that of enteritis. Rigors 
and fluctuating temperature ore suggestive of peritonitis. The 
cause of peritonitis is sometimes obvious in the history of the 
case, or discoverable upon vaginal or other examination. 
How are acute intestinal obstruction and acute peritonitis to 
be differentiated ? 

Constipation attends both acute peritonitis and acute in- 
testinal obstruction ; it may yield in the one, hut it is insuperable 
in tlie otiier. Prior to the acute symptoms of obstruction thei'C 
may have been small, liquid evacuations, but, when tbc symp- 
toms of obstruction have set iu, constixtatiou is absolute. The 
vomiting of acute peritonitis does not present any unusual feat- 
ures ; that of intestinal obstruction soon becomes stcrcoraceous. 
The pain of obstruction is colicky ; that of peritonitis is sharp 
and lancinating. The exquisite abdominal tenderness of peri- 
tonitis is not encountered in obstruction. When obstruction 
exists, the rolling of the intestines may be apparent to the eye 
or to the palpating hand. Peritonitis occasions paralysis of the 
bowel. The febrile symptoms of peritonitis are wanting in un- 
complicated obstruction. 

Inquiry and physical examination may elicit one of the known 
causes of peritonitis or of obstruction respectively. 
How are acute peritonitis and intestinal colic to be diffirenti- 
atedT 

Acute peritonitis and intestinal colic have pain in common ; 
the latter, however, is unattended with febrile manifestations. 

The pain of colic is inconstant and is relieved by frictions ; 
in ]>erilonitis the pain persists and is intensified by the slightest 
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Colic, as a rule, is symptomatic, and its atum is to be ascer- 
tained upon careful search. A blue line on the gums would 
indicate lead-poi Boning. 

How ii Bobacute rhevmatdsm involving the miucleB of the wall 
of the abdomen to be distingaished from acnte peri- 
tonitis ? 

The pain of rlieumatisiu is not bo severe as that of peritonitis ; 
nor is it aa constant ; nor does it give rise to symptoms of gastro- 
intestinal derangement ; and it is not attended with febrile 
manifestations ; while in addition there are other evidences 
anil a history of exposure to ioduences productive of subacute 
rheumatism. 



Chronic Feritonitis. 

What are the symptoms of ohronic peritonitia ? 

CItrimic viJkimriMtioii of the peritoiieuvi may be the sequel of an 
acute attack ; it may be insidious in development. It is com- 
monly a result of persistent irritation, such as may depend upou 
the preaeuce of new-growths, carcinomatous, sarcomatous or 
tuberculous, or upon chronic iuQammation of the abdominal or 
1 pelvic viscera, 

I Adhesions form betwecu adjacent viscera and fluid collects in 
P the ahdominat cavity. Paroxysmal attacks of pain occur. The 
' abdomen is distended. There may be nausea and. vomiting. 
The action of the intestines is interfered with and constipa- 
tion usually results. In tuberculous cases, with concomitant 
ulceration of the intestine, there may be intercurrent or con- 
tinuoua diarrhea. In proportion to the chronicity of the attack 
the omentum is found indurated and rolled up close to its attach- 
ment to the stomach, the mesentery is shortened and the lumen 
of the bowel is narrowed, producing visible and palpable distor- 
tions and prominences. 

There ia commonly more or less fever, sometimes hectic, espe- 
cially if the efi\ision be purulent. Sometimes, particularly in 
tuberculous disease, there are recurrent febrile exacerbations. 
In any case there occur gradual emaciaUon and loss of strength, 
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breath leBsness, edema of the longer extremities ; spontaDeou^ 
recovery aometimeE happens, but as a rule, unless relief be 
given, surgically or inedi::inally, death ensues. The cases are 
often protracted. 

Malignant disease and tuberculosis of the peritoneum arc most 
friiquently associated with similar conditions in other structures. 

How are chronic peritonitis and malignant disease of the liver 
to be differentiated t 

Malignant disease of tbe liver, like chronic peritonitis, may 
give rise to a tumor in the upper portion of the abdomen, and 
to ascites ; but tbe physical signs of enlargement tusc with 
those that normally belong to the liver ; while tbe percussion- 
dulness dependent upon an omentum rolled up and contracted 
by chronic disease is separated troni tbe hepatic duluesa by an 
area o! tympanitic resonance. ^h 

Tabes MeBenterica. ^^M 

What are tbe symptomB of tabei mesenterioaf 

In predisposed children the glands of tbe mesentery some- 
times become tuberculous, and there occur derangement of 
health, anemia, and wasthig. On palpation it may be possible to 
detect the enlarged glnnds. Id other respects, the symptoms are 
like those of subacute peritonitis and chronic enteritis. Thercls 
much eonfhsinn anil dispute concerning the existence of a non- 
tuberculous tabes niesenterica, of which the principal objectiTe 
symptom is the tumid abdomen. 

THE LIVER. 

What are the normal limits of the liver as determined by 
physical examination^ 

Under normal conditions Che area of hepatic percuss ion-dnl-. 
ness (Figs. 29 and 30) is included between the sixth rib on the 
right, in the nipple line, the lower margiu of the sixth rib 
on the right in the nxilla. nnd the tenth rib poHterlorly on the 
right, on the one hand, aud tbe inrurior border of the right 




The reUlians of Uic bcart, 
rronl (Well). The deet>ly-el» 
ud spleen nol coicred b; Ihi 
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costal arch oa the other. The left lobe extends into the left 
liypochondrinni and the dulness to which it gives riee is practi- 
cally inseparable from the cardiac percussion-dulness. 



Floating Liver. 

" To what Hymptoms does a fioatinE- liver ^ve rise ? 

Occasinnally thecoronai-y linaraetit of the liverhccnmosieniilh- 
ened and tli:; organ acquires an abnormal freedom of movement. 



ESSESTIALS OF DIAGNOSIS. 
Fid. 30. 




Showing (he r^■!»l:^>n^ortbellmKn,U^e^,Bpl«!n will kiilnerB,iiKiiwntrDiB behind 
IWeil-LiiBPhka). ThG (lw[Hy-.hiided atoas ropraieiit pnrlioni pf Ihe llyer and 
spleon not cnvetcd by the Iuu^b; Ihp ILghtlj-^hiuled ^reaii represent pDrtionB 
CMjvereii by the lungB. u i, lower bordiir oflbo lunp; crf,boundarlM of mmple- 
mentBT]' pluursl «pac«i; r/g. iHviBloDB between lobca of lungs; /.lower margin 
of liver. 

Thai such an unusual tumor in the abdomen is the liver is de- 
termined by the size and conformation of the organ, by the per- 
cussion-resonance in llie normal region of the liver and by the 
absence of the phenomena of malignant disease. ^^ 



Congestion of the Liver. ^H 

What are the symptoms of congestion of the liver 1 

CninjruU'm of the Uvrr results frmii dcmngenient of (hp circula- 
tion. de]ieud till upon disease of tlie heart or lungs, or upon coip- 
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pression of the hepatic vessels ; it may result from constant irri- 
tation of the hepatic cells by improper, and especially stimulating, 
articles of diet ; it is wont to occur in those of inactive and seden- 
tary habits. The condition is manifested by a sense of weight 
and dull pain in the right hypochondrium, pain at the right 
shoulder, headache and vertigo. The appetite is impaired; the 
tongue is coated ; there are nausea and vomiting ; the digestion 
is deranged ; the bowels are constipated ; the sHn and conjunctiva 
may present a yellowish tinge ; hemorrhoids frequently develop ; 
there is, sometimes, mental depression or irritability of tem- 
per ; the heart may be irritable, as manifested by palpitation. 
The urine may contain bile-pigment and an excess of urates. 

Acute Hepatitis. 

What are the symptoms of acute hepatitis ? 

Acute hepatitis is essentially a disease of tropical climates. 
It may also occur in association with dysentery and other in- 
fectious diseases. 

It is manifested by pain in the right hypochondrium, febrile 
symptoms and possibly slight jaundice. The appetite is im- 
paired, and there may be nausea and vomiting. Abscess is 
a not uncommon sequel of inflammation of the liver. 

How is the malarial cachexia to be distinguished from acute 
hepatitis? 

As a sequel of chronic malarial poisoning, the liver and the 
spleen become crowded with pigment and undergo enlarge- 
ment. There may be slight intermittent fever ; the fever of 
hepatitis is continuous and not periodic. In the malarial 
cachexia the complexion is sallow, not jaundiced, as it may be 
in hepatitis. In the malarial cachexia, too, plasmodia are to 
be found in the blood. 

How are acute hepatitis and portal phlebitis to be differentiated ? 
Portal phlebitis may develop in the course of infectious dis- 
eases or of pyemia ; it may also result by extension from 
adjacent disease. It is attended by pain in the right hypo- 
chondrium, by enlargement of the liver, by distention of the 
15 
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veins of the abdominal wall, by asuitee, by en large men I of the 
spleen and by diarrhea, (.iastriu oi intestinal lieiuorrhagi^ may 
occur. When suppuration takes place, there are recurring 
chills and fever, with wasting and debility. Enlargement of 
the spleen, distention of the abdominal veins and gastric and 
ioteBtiual hemorrhage arc not a part of a<:ute hepatitis. ^^H 

Acute Yellow Atrophy of the Liver. ^H 

What are the Bymptoms of acute yellow atrophy of the liver? 

The etiology of actde yellow atrojiliii of the liver is obscure. 
The disease is more comuioo in feniales than in males, and in 
young adults than in others ; it sometimes appears in the 
course of pregnaney ; at other times, in conjunction with pro- 
found emotion. After death, the liver is found to be much re- 
duced in size and weight; iti places it presents areas of reddish, 
purplish tind yellowish discoloration, in the midst of which the 
hepatic cells are replaced by granules and oil-globules. By 
some the condition is said to b^ a parenchymatous inflammation 
of the liver. 

The onset of the more grave symptoms may, for a few days 
or weeks, have been preeeiled by jaundice. This has even been 
associated in rare insUiuces with enlargement of the area of 
hepatic percussion -flatness. Ckimmimly, there are soon added 
headache, intolerance of light, delirium, stupor, conviilsions 
and coma. The tongue is -dry and coated ; there are nausea 
and vomiting. Hemorrhages from the mucous sur&ces often 
occur, and subcutaneous peteehife appear. The area of hepatic 
percussion-dulncsB progressively diminishes; the abdomen be- 
comes distended. The urine may be scarcely discolored ; it 
contains leuciu and tyrosin, and sometimes albumin ; it is defi- 
cient in urea, uric acid, chlorides, phosphates and sulphates. 
There may be chills and irregular fever, sometimes high ; but 
usually there is but slight elevation of temperature ; and in most 
cases the temperature is at some time subnormal. The disease 
rarely lasts longer than a week ; it usually terminates fatalljr__ 
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How are acute yellow atrophy of the liver and typhoid fever to 
be differentiated? 

Typhoid fever is a disease lasting three or four weeks ; re- 
covery is common. The active stage of acute yellow atrophy 
rarely lasts longer than a week ; the termination is usually fatal. 
There is but slight or very irregular fever in acute yellow atrophy 
and nearly always a tendency to subnormal temperature ; the 
course of typhoid fever is decidedly febrile and typical. Diar- 
rhea is common in typhoid fever ; constipation, in acute yellow 
atrophy. The size of the liver becomes much reduced in acute 
atrophy ; it is unchanged or increased in typhoid fever. Rose- 
spots are wanting in acute atrophy, in which there may be pe- 
techise. Jaundice is invariable in acute atrophy ; rare in 
typhoid fever. The cerebral symptoms are more decided in the 
hepatic disease than in the infective fever. The presence of 
leucin and tyrosin and the deficiency of urea, uric acid, chlo- 
rides, phosphates and sulphates in the urine are characteristic 
of acute yellow atrophy. 

How are acnte yellow atrophy of the liver and phosphorus- 
poisoning to be differentiated ? 

The symptoms occasioned by poisoning with phosphorus 
closely resemble those of acute yellow atrophy of the liver. 
Phosphorus-poisoning, however, usually sets in with vomiting 
and purging, to which the subsequent manifestations succeed ; 
there is sometimes necrotic disease of the inferior maxillary 
bone. The first syniptom of acute yellow atrophy of the liver 
is jaundice. In phosphorus-poisoning the liver is enlarged 
prior to becoming smaller ; the diminution in the size of the 
liver in acute yellow atrophy is progressive from the outset of 
active symptoms, though the organ may have been enlarged 
previously. Colicky abdominal pains usually attend phosphorus- 
poisoning, of which it may be possible to elicit a history. The 
anatomic lesion of acute yellow atrophy is a parenchymatous 
hepatitis ; of phosphorus-poisoning, a fatty degeneration of the 
liver. 
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Abscess of the Liver. 
What are the symptoms of abscess of the liver? 

.lisffiM iif Uie liver may follow nuule litpalitis ; it may reBult 
frum thu a^^tivity of (lyogeniu organisma introduced into Ibo 
structure of tho organ in tliu coui-se of uk-erative proceBscs in 
the distribution of ttic tributaries of tlie purtal vein or as a part 
of a general pyemia. Wlien tlie suppuration ia dependent u[)on 
hepatitis or ulceration, but a single abscess usually develops; in 
cases of pyemia, there may lie multiple abscesses, not ouly iu the 
liver, hut also elsewhere. Dysentery is a proliQc cause of hepatic 
abscess. When the two are associated, the amcba coli may be 
found both in the stools and in the al«cess or its walls. As a 
result of the iQllammatioii associated with the development of an 
abseess, the liver becomes enlarged and tender, the enlat^meul 
being detectable by paliHition and peruussion. There is pain 
over the liver and at the right shoulder. The right hypochon- 
drium may be exquisitely tender. Bepeated rigors may occur ; 
there may he periodic exacerbations of temperature, followed by 
copious sweats. Slight jaimdice may develop, but it is often 
absent, There may be nausea, vomiting and diarrhea. Hic- 
cough, cough and dyspnea may result from pressure upon the 
diaphragm, and pleurisy, with the symptoms and physical signs 
denoting a rapid effuaioii, niny result from extension of the 
indammnlion or conveyance of the infection. If tho abscess is 
superBcial, a fluctuating tumor may be detectable in the right 
hypoclioudrium. The abscess may rupture into the pleural 
cavity or into the peritoneum, with a fatal termination ; or the 
pus may make its exit through the abdominal wall, or even into 
the intestines. An liepatic abscess may he evacuated through 
the bronchial tubes. Death may result from septic poisoning or 
from exhaustion. 

How are abscess of the liver and occlusion of the biliary pas- 
sages to be differentiated 1 

If the comnnm bile-duct ia ol)structod, bile .accumulates in 
the gall-bladder and in the. radicles of the hepatic ducts, the 
liver becomes enlarged, and jaundice, rigors, fever and sweats 
appear. The stools are pale. 
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If the cystic duct is occluded, there is no jaundice and the 
stools are not discolored. In both instances, the gall-bladder 
becomes distended with fluid and constitutes a fluctuating 
tumor, which may simulate an abscess. The differentiation 
depends upon the fact of the tumor occupying the situation of 
the gall-bladder, upon a knowledge of the existence of a cause 
of biliary obstruction, such as a calculus or a neoplasm, and 
upon the absence of a cause of abscess ; nor is an abscess likely 
to occasion jaundice. 

How are abscess of the liver and carcinonia of the liver to be 
differentiated? 

Medullary carcinoma may give rise to a sort of fluctuation 
on palpation, but beyond this and the enlargement of the liver, 
the symptoms differ radically from those of abscess. In cases 
of carcinoma, chills, fever and sweats do not occur ; but there 
is distinct cachexia, perhaps with nodules in other situations. 

How is actinomycosis of the liver to be distinguished from 
abscess of the liver? 

Actinomycosis is dependent upon the presence of a special 
fungus, which usually gains entrauce through an abrasion of 
the surface, and may be disseminated by the blood-stream. 

The irritation caused by the presence of the fungus, or per- 
haps by some product of its metabolism, is followed by inflamma- 
tion and suppuration, so that the conditions of abscess are repro- 
duced, and in that sense there is no discrimination to be made. 

The diagnosis depends upon a knowledge of infection or of 
the existence of the disease at the orisjinal site of entrance, or 
the discovery of the ray-fungus (actinomyces) in the pus. 

Interstitial Hepatitis— Cirrhosis of the Liven 

What are the symptoms of interstitial hepatitis, also called 
sclerosis or cirrhosis of the liver ? 
When irritating matters are in constant circulation in the 
blood-current, especially in the portal stream, the interstitial 
connective-tissue of the liver slowly undergoes hyperplasia, to 
the consequent detriment of the parenchymatous structures. 
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The rapidity of the proeess depends upon the intenailj of the 
irritation. When the inereaBe of connective tissue has reached 
its height, contraction seta in and the liver-cells suffer still more. 
The organ, at first irregularly, perhaps nodularly, enlarged, now 
becomes diminished in size. This is the condition of cirrhosis. 
The different stages are soiuetimes respectively called kypert/ro- 
pkK cirrhosis and airopkic cirrhosis. In many cases the enlarge- 
ment persists, notvrith standing extensive destruction of the 
secreting structures. In other cases the hepatic percussion- 
dulnees and palpation-area are apparently diminished from the 
Bi'st. In the eavly stages of the discRSe the syiuplnms are in- 
conspicuous ; there may he man i festal ions of derangement of 
the gastro-iutestinal system. As the contraction becomes more 
marked, however, there appear evidences of interference with 
the functions of the liver. Ascites develops ; the superficial 
veins of the abdomen become enlarged and prominent ; this 
may be especially marked in the neighborhood of the umbilicus, 
giving rise to the so-called Capid Meduscp; small networks of 
venules appear at various parts of the surface of the body ; 
hemorrhoids form ; hemorrhages may take place from the nose 
and stomach ; the skin assumes a pallid, clayey hue ; and ulti- 
mately jaundice apijears. Vertigo is not rare. Late in the dis- 
ease, drowsiness and coma may develop. Excessive indulgence 
in alcohol is the most prolific cause of cirrhosis of the liver. 



Fatty Liver, ^^M 

What are the symptoms of fatty liver? ^^| 

The liver may undergo /(tdy inJiUrution or fatti/ ntetamorphoeis. 
A temporai-y accumulation of Int in the liver occurs under 
normal conditions after the ingestion of food rich in hydrocar- 
bons. When, from any cause, oxidation becomes deficient, this 
fiitty infiltration may become permanent and excessive, the 
more especially if, at the same lime, inmioderate eating nr 
drinking is indulged in. Thus the condition is found in the 
indolent, in gourmands, in the obese, in the subjects of pul- 
monary tulterculosis and in drnnkards. 
Drunkards, however, are more liable to true faltii ni«t«ntor- 
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phms^ the liver-cells in circumscribed or extensive areas un- 
dergoing oily degeneration, a condition that may likewise occur 
in wasting diseases, or as an apparent result of protracted dis- 
charges, or of blood-changes, in pyemia, infectious diseases, or 
other morbid states accompanied by protracted high tempera- 
ture. It is sometimes a part of the degenerative processes of 
old age. It may accompany carcinoma, cirrhosis and amyloid 
degeneration of the liver. 

The symptoms are not early obtrusive. The area of hepatic 
percussion-dulness is increased, and to palpation the organ 
seems smooth and rounded, perhaps soft and dougliy. The 
skin may feel greasy or velvety, and is sometimes smooth and 
glistening ; it may be pale or flushed. Jaundice is uncommon ; 
there is no pain ; ascites is rare. Diarrhea is the most con- 
stant symptom, and the least indiscretion in diet may provoke 
gastro-intestinal catarrh. In the more advanced stages anemia, 
hydremia, dyspnea and patent signs of failure of hepatic function 
appear. 

Amyloid Disease of the Liver. 

What are the symptoms of amyloid, waxy or lardaceons disease 
of the liver? 

When the liver undergoes amyloid degeneration, other organs, 
such as the spleen, the kidneys, perhaps, also, the stomach and 
the intestines, are likewise involved, either simultaneously 
or consecutively. The liver is smoothly and often enormously 
enlarged ; digestion is impaired ; there may be persistent diar- 
rhea. Pain, jaundice and ascites are uncommon. Isolated dis- 
ease of the liver usually escapes detection. The process is 
chronic. Amyloid degeneration is a sequel of syphilis, of tuber- 
culosis, of suppuration, of bone-disease. 

How are amyloid disease and cirrhosis of the liver to be differ- 
entiated ? 

The liver is enlarged m both amyloid disease and cirrhosis of 
the liver ; the enlargement is persistent in the one, replaced by 
contraction in the other. The amyloid liver is smooth, the cir- 
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rhotic liver usually irregular. Cirrhosis is attended with ascites 
and jaundice, while amyloid disease, as a rule, is not. In amy- 
loid disease, there is a history of syphilis, of tuberculosis, of 
suppuration or of bone-disease ; in cirrhosis, there is in most 
cases a history of alcoholism. With amyloid disease of the liver 
is usually associated amyloid disease of the kidney, occasioning 
the presence of albumin and tube-casts in the urine. The tube- 
casts will sometimes give a characteristic reaction with iodine. 

Carcinoma of the Liver. 

What are the symptoms of carcinoma of the liver? 

The liver is a frequent seat of carcinoma, which may be 
primary or secondary. Primary carcinoma of the liver is 
usually diftuse, the organ becoming greatly increased in size ; 
secondary carcinoma is usually nodular. In its incipiency 
carcinoma of the liver may escape detection. Soon, however, 
there is unaccountable loss of flesh, with the development of 
the chai-acteristic cachexia. The liver is noted to be enlarged, 
and on palpation adventitious noiiules may be felt through the 
abdominal wall, in the region of^ the right hypochondrium. 
Jaundice is uncommon, unless the biliary passages are com- 
pressed. The abdomen becomes distended and fluid collects in 
the peritoneal cavity. The digestive derangement becomes 
marked. Emaciation progresses and the patient becomes re- 
duced to the lowest degree. There is often excruciating, lan- 
cinating pain. Tenderness in the right hypochondrium is a 
fairly constant attendant of carcinoma of the liver. 

How is carcinoma of the liver to be distini^^ished from amyloid 
disease of the 11 ver ? 
Emaciation and anemia attend both carcinoma and amvloid 
disease of the liver ; but the straw-colored apjvaramv prosonted 
by a patient with the carcinomatous caohexia is wautin<; iu the 
conditions that give rise to amyloid dii^oasi^ Cases of carvinoma 
do nut present the iHX'uliar distribution of amyloivi disease in 
liver, spleen, kidneys and irastn>-inlesiin;\l tn\ot. The liver is 
often nodulateil when carti noma tons ; an amyloid liver is 
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always smooth. Faia ie preseot id carcinoma, absent iu nmyloliJ 
disease. A lilstary of coogenital, or of acquired syphilis, of 
tuberculoiBB, or the presence of a suppurating foeua anywhere 
iu tlie body would weigh in favor of amyloid disease. Amyloid 
disease itself is not immediately fatal. Life \9 not likely to be 
prolonged for more than a year after carcinoma of the Uver has 
lieen discovered. 

How are oardnoma of tlie omentiun and carcinoma of the liver 
to be differentiated. 

When carcinoma develops in the omentum, this structure 
becomes shortened aud rolled up beneath its attachments. As 
R consequence, there is dnlness on percussion, and evidences of 
a new-growth on palpation, not alone in the right hypochon- 
drium, hut iu the epigastric aud umbilical regions, and in. the . 
left hypochondrium. 

Carcinoma of the omentum iemorc comuionly than carcinoma 
of the liver associated with ascites. In carcinoma of the omen- 
tum the symptoms of derangement of the functions of the liver 
are wanting. A new-growth of the liver rises and falls with this 
organ in expiration and inspiration ; when the omentum is 
involved the mass is fixed. 

How are carcinoma of the stomach and carcinoma of the 
liver to be differentiated T 
Vnunnoma. of the stomach and carcinoma of the liver pre- 
sent many symptoms in common: a tumor in the right hypo- 
chondrinm, progressive emaciation, cachexia and secondary 
growths; but when the stomach aloueis involved there is obsti- 
nate vomiting, with absence of evidence of hepatic derangement"; 
while if the liver only is involved ascites is common, and vomit- 
ing of coffee-ground material is lacking. A new-growth of the 
liver will rise and fall with this organ in respiration ; a gastric 
tumor is more fjxed. The percussion-dulnesa yielded by a 
tumor of the liver mci^'es with the dulness of the liver ; while 
the dulness of a tumor of the stomach may be separated from 
the hepatic dulness !iy an interval of tympanitic resonance. 
Hepatic and gastric carciuoma not infrequently coexist. 
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Hydatid Cyst of the Liver. 

To what symptoms does an hydatid cyst of tlie liver give rise? 

A small, depjily-stiitfd Iiyciatid cj'st of the liver, not interferiiii; 
with the function of other pai'lfl, may give no sign. When the 
liver is the seat of an hydatid cyst Jo an accessihle situation, the 
couditioQ may be recognized by the presence of a eoft, clastic, 
resistant, fluctuating tumor, Ihe viscid contents of whicli 
may, on percussion and palpation, transmit a peculiar thrill or 
fremitus. This "purring tremor," recalling the trembhng of a 
bowl of jelly, is present in about one-half of llie cases. In 
addition, there may be pain in the right hypochoDdrium. The 
presence of such a new-growth, together with the absence of 
symptoms of profound constitutional disturbance, distinguishes 
an hydatid cyst from a malignant growth in the liver and ibt 
neighborhood. 

ProsBU re-signs vary with the location of the tumor. A cyst 
situated near the hepatic duct or common bile-ducl may cause 
obstruction and fatal jaundice ; pressure on the portal vein 
may cause ascites ; jaundice and dropsy, however, are not usual. 
If on the upper surface of the right lobe, the cyst will push up 
the diaphragm, giving rise to dyspnea and cough. The heart 
may be displaced. If the enlargement takes a difl'erent direc- 
tion, the abdominal viscera may be encroached upon. There 
may be multiple cysts. 

Retrogressive changes may take place in an hydatid cyst, 
attended with a diminution in sine. The contents of the cyst 
may he evacuated through the stomach, bowel, bronchial tubes 
or abdominal wall, or into the abdominal or pleural cavity. 

Spontaneous evacuation may lead to recovery or it may cause 
inflammation and suppuration of the invaded orgiiu and death 
result. Sudden death may happen from invasion of the vena 
cava or of the pericardium. When retrogression or evacuation 
is not brought aljout, Bpnntanenusly or therapeutically, gradual 
failure and death may occur from exhaustion, or from septi- 
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How are abaceaa of the liver and hydatid cyst of the liver 
to be differentiated? 

Au hydatid cyst of the livuc is ordinarily wanting ia the 
tonstilutional phenoiueim of hepatic abscess ; rigors, fever, 
sweats, emaciation. Should suppuration take place an abecess 
virtually results. Hydatid cysts ara insidious iu onset, slow tu 
development, protracted in duration, and may undergo sponta- 
neous disappearance ; when accessible they occasion extensive 
percuBsioD-dulDSBS and a pecuhar thrill on jialpation. An he- 
patic abscess may be insidious in onset, hut it sooD gives rise 
to decided symptoms ; spontaneous resolution never occure, aud 
thrill or fremitus is wanting. The detection of ecliinococcus 
hooklets iu the couteuts of an hydatid cyst, aud of amebee coll 
in the pus from au hepatic abscess may in each case be regarded 
as diagnostic. 

There is a growing tendency to regard exploratory puncture 
as inconclusive and dangerousr, aud to substitute exploratory 
incision — the latter to be followed if necessary by immediate 
operation. 

How are an hydatid eyst of the lirer and a distended gall- 
bladder to be differentiated t 
Distention of the giill-bladder ia usually depeniient ujion 
occlusion of the common bile-duct, or of the cystic duct, and is 
ly associated with intense jaundice and clay-colored 
stools. Jaundice is exceptional in the case of an hydatid cyst, 
and the action of the bowels is uot necessarily deranged. A 
distended gall-bladder occupies a detlnite situation -, an hydatid 
cyst, may be seated in any part of the liver. The "purring 
tremor" is not given by a distended gall-blader. 



Perihepatitis. 

What are the clinical ieatures of chronic inflammation of the 
capsule of the liver, or perihepatitis ? 

The capsule of tlie liver may become thickened as a result of 
L contiguous inflammatory processes, such as pleuritis and hepa- 
VltitiB, or as may be occasioned by a gastric ulcer. Perihepatitis 
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luay also be but a part of a chronic peritonitis. The liver itself 
IB deformed, but otlicrwise not altered in size. The symptoms 
arc ill-defined. Pain and tenderness in the region of the liver 
are uaually preaeiit. Ascites develops. The kidneys are snid 
usually to be diseased, so that the urine contains albamin. 
How are chronic perihepatitu and cirrhosis of tbe liver to be 
differentiated? 
Cirrhosis of tbe liver and perihepatitis may be associated. 
Occurring iodependently, the enlargement or tbe diminution in 
the size of tbe liver and the jaundice of cirrhosis are likely to be 
wanting in perihepatitis ; while the presence of albumin in tlie 
urine points to the cxi.^tence of perihepatitis. ^^H 



Cholangitis— Cholecystitia. ^H 

Wliat are the symptoms of inflammation of the bile-ducts and 
gall-bladder 1 

Inflaniniation or eata.rrh of the biio-duets and gall-bladder, the 
most coininon cause of Jaundice, is a result of the extension of 
inflamui.iLion or catarrh or of the invasion of microbes from the 
duodenum or of tbe presence of biliary calculi. 

In consequence of the swelling of tbe mucous membrane, the 
flow of bile is interfbred with and jaundice results. The sur- 
face of the body and the visible mucous membranes assume a 
yellowish or greenish hue ; tbe urine is similarly discolored ; the 
stools become scanty and clay-colored. The saliva may be 
discolored. 

There is pain in the right hypochondrium ; the liver is en- 
larged. The action of the heart is retarded. There is itching 
of the skin. The appetite is usually impaire<l ; the tongue is 
coated ; digestion is enfeebled ; the bowels are constiimted. 
Chills and irregular fever or transient rise of temperature may 

How is catarrhal jaundice to be diatingnislied &om other 
fornu of jaundice? 
Many conditions occasion Jaundice. In some, as in catarrhal 
jaundice, there is an interference with the dischai^e of bile into 
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the intestine ; in others, no Buch obslruution can be detected. 
In the first grout) of cases belong such conditions as occlusion 
of the common bile-duct by gal!-atones, conipreBsion of tbe 
common bile-duct by enlarged giands or by neoplasms or as a 
result of inflammation and thrombosis of the giortal vein. In 
the second group belong yellow fever, the intense forms of ma- 
larial feyer, acute yellow atrophy of the liver and cirrhosis 
of the liver. 

When the common bile-duct is occluded by a cakuhts, repeated 
attacks of colic are apt to occur, attended with excruciating 
pain, referred to the right hypocbondriuiu ; and occasionally 
one or more calculi are expelled into and from tlie intestine, so 
OB to be found in the stools. If the calculus is large, or if more 
than one is present, it or they may be detected by palpation. 
Colic and severe pain arc wanting in catarrhal jaundice, the 
icterus of which la apt to be lesa intenBc and less protracted than 
ihat of obstructive disease. 

' In coinpreasion of tbe common bile-duct, the portal vein is 
likely also to be compressed, so that ascites develops. When 
such compreBsion is dependent upon an enlarged gland this may 
be palpable from without. 

Pyt^kkbilis is likely to be associated with an ulcerative process 
in the stomach or bowel, or with a suppurating hydatid cyst 
and may be attended with rigors and decided febrile mani- 
festations. 

Malignanl diseaxe may involve the biliary passages or the sur- 
rounding structures. A malignant growth occasions emaciation 
and a peculiar cachexia nianifested by a etraw-colored com- 
plexion. Ascites, tnmor, repeated rigors, decided fever, ema- 
ciation and cachexia are wanting in catarrhal jaundice. 

Yelkno feoer is an epidemic, infectious disease, characterized 
by a train of grave symptoms, including headache, pains, fever, 
yomiting and prostration, that ia wanting in catarrhal jaundice. 
When malarial fever is attended with jaundice, there are com- 
monly, in addition, chills, fever, sweats and perhaps hematuria. 
The symptoms of acute gellmii atrophy of tlic lifer may super- 
vene upon those of an apparently catarrhal jaundice. In such 
:fl case tbe area of hepatic pcrcueslon-dulnees rapidly becomes 
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diminished, corebml syinptoma appear, the urine contains 
leuein and tyrosin, and is dcHcicnt in urea, uric acid, chlorides, 
lihoephatea and sulphates, and dealh is the usual isBue. 

Whuu jauuclicc attends cirrlwais of the liter, the discoloration 
is gradual in onset and slight in degree. There are, besides, 
enlargement or shrinkage of liie liver and ascites. ^^H 



Biliary Calculi. ^H 

What are the olinical manifeBtatiDnB of biliary calonli ? 

Hiiiiirii caliMli are more cwiimou in women than in men, and 
late in life tlian eai'ly. They result from the precipitation and 
agglomeration of tbe leas soluble elements of the bile. They 
may be single oi- multiple. They occasion symptoms when 
they give rise to obstruction. 

The passage of a gall-stone through the coniman bile-duct is 
attended with excruciating colicky pain in the right hypochou- 
drium, with shivering, nausea, vomiting and hiccough. The 
face ia pale and the surface of the body is covered with a cold 
sweat. Jaundice soon develops — transient, if the calculus 
passes into the bowel ; persistent, if the calculus remains 
impacted in the common duct. 

By ulceration and perforntion an impacted gall-stone may 
find its way into the stomach, the bowel or the peritoneal 
cavity, or it may he evacuated externally through the walls of 
the abdomen. 

Attacks of hepatic colic are prone to be repeated. Ucclusion 
of the common or of the hepatic duct is followed by stagnation 
of bile, increased secretion of mucus, and ultimately by the 
formation of pus. The gall-bladder may become distended into 
a great sac, and the accumulation advance into the biliary 
radicles. Under such ei re u Distances, jaundice persists and a 
type of fever develops that has been designated hei)atic inter- 
mittent. Periodic elevations of temperature oci/ur, preceded 
by rigors and followed by sweats. Unless relief ia afforded, 
death ultimately results from cjiolemio or from acholia. 

Biliary calculi and carcinoma of the biliary passages are not 
rarely associated. 



BILIARY CALCULI. VSv 

How are hepatic intermittent fever and malarial intermittent 
fever to be differentiated? 

Ths intermittent lever that ocl-ul'h ni« a. result of obstruction 
FoT the biliary passages, with subseqiicut suppuration, tloeely 
■resembles malariiil intermittent fever ; but in the former, there 
K,is jRundice, intense and pcisifteiit ; the dtslended gall-bladder 

"Ot the obatrucling calculi may tie detectable by palpation ; 
^parasites are not preseat ia the blood ; and the fever does not 

■yield to r[uininc. 

How are hepatic colic, renal colic and intestinal colic to be 

diflerentiated 1 

The pain of hepatic colic is referred especially to the right 

hypochondrium, whence it may radiate to the right shoulder ; 

that of renal colic is referred to one loiu, not necessarily the 

t right, whence it radiates in the course of the corresponding 
tireter ; the pain of intestinal colic is especially umbilical, 
■Thence it may radiate over the entire abdomen. Hepatic colic 
u eoon followed by jaundice ; the urine coutaius biliary pig- 
ment, and is greenish or brownish iu color. In cases of renal 
colic, the urine may contain pus-corpuacles, blood-corpuscles and 
crystalline matters ; jaundice is wanting, Inteslinal colic de- 
pends upon intestinal Uerangenient, sometimes upon lead-poison- 
ing ; the urine remains unaltered ; thtre is no j ami dice. 

How are oaroinoma of the biliary passages and obstmction 

of the bile-dnct by calcnli to be differentiated? 

Obstruction of the biliary passages either by gall-stones or by 

carcinoma occasions persistent and intense jaundice; but in 

—ca.Bc of malignant disease there is also progressive emaciation, 

UcKlh usually occurring within a year of the discovery of the " 

Kxistence of the disease. Attacks of hepatic colic attend the 

^trtisence of gall-stones in the biliary passages. 

The obstruction dependent upon cJilculi may be overcome, 
spontaneously or therapeutically. Unrelieved, death ultimately 
results from acholia or cholemia. 

Tha diagnosis is often extremely difficult. The uncertainty 
B increased by the fact that calcular obstruction and malignant 
a are eometimes associated. The detection of primary 
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citrLinoiiiii elsewliere, or of metastalid nodules, indicates the 
i;xi)itetii:u of iiialiguaat diBcasc. It was ut ouc Lime Oiougtil 
tliat fever was wiiotiiig in malignant disease, but this is uol au 
invariabie nilu. 



THE SPLEEN. 

What is the normal Bitaatian of the spleen, as determinable by 
physical examination ? 

Tliu spleen (Fig. 31) is placed oliliquely beneath the ribs, from 




Brintlotu of the ipleen (Well). .V, mfiMIe line of bick ; A, £, C, ulllarj- Udm; 
»r. Lino of soBjiula; nbeft, limlti nf »pleen; nbe'il. llmlu of rhomboldal iploen; 
i/s, liiniliot kldne;: (ic, ingle between lung md spleen; dis.naglo belweou 
spleen and kldner; nn.lowBrmirBin of U>er. 

the ninth to the twelfth, on the left side below the aslUa; The 
organ is about four inches long by three Inches wide ; its axis 
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passes downwards and forwards. Posteriorly, the dulness of 
the spleen merges with that of the left kidney. 

Floating Spleen. 

To what symptoms does a floating spleen give rise? 

The attachments of the spleen may become relaxed and pro- 
longed, so that the mobility of the organ is abnormally 
increased, and its displacement is facilitated. The essential 
points in the recognition of a floating spleen are the presence 
of a solid body in an unusual situation, the absence of the 
spleen from its normal seat, the possible facility of replacement 
and the absence of pronounced symptoms. 

Splenitis. 

What are the symptoms of splenitis? 

Inflammation of the spleen is a condition clinically obscure. 
It may occur in the course of infectious diseases or may be set 
up by emboli swept into the splenic vessels. It has in cases 
been attributed to traumatism. Under such circumstances the 
organ becomes enlarged. There are pain and tenderness in the 
left hypochondrium, or rather at the lower lateral aspect of the left 
chest, aggravated by respiration ; there are also nausea, vomit- 
ing and elevation of temperature. Inflammation of the spleen 
may terminate in suppuration. Then chills, fever and sweats 
are superadded. The greatest danger is from the rupture of an 
abscess into the peritoneal cavity. 

THE PANCREAS. 

Acute Pancreatitis. 

What are the symptoms of acute pancreatitis? 

The frequency of acute pancreatitis is not known, as the con- 
dition is diflScult of recognition. It may result from extension 
of adjacent inflammation, from the irritation of matters con- 
16 
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tained in the blood, from traumaliam aiid from heiuorrhage 
into the paucreae. It is characterized by at-ute, deeplj-«ealed 
paiu adU tenderness in Ihe epigastric region, or perhaps colicky 
paia, shuotiag to the bauk and t<houldurs ; by anorexia, thirst, 
nausea, vomiting of a thin viscid liquid, sometimes of bile ; 
by dyspnea, restlessness, ansiety aod depression ; by fcbrilL' 
symptoms; and usually by uonstipation— phenomena similar Lit 
those presented by peritonitis. In some cases there is diarrhea, 
the stools being tbin, vratery, and reseiubling saliva. Death is 
the usual termination. It luay be sudden, with tbe phenomena 
of collapse. 

THE OEtriTO-UBINABY AFFABATVS. 

Exnininntimi of the uriiw is important not only when disciise in 
the gcnito-urinary tract is suspected, but also in many ulher 
varied conditions. 

The fiOTwHtutton of Ihe urine may be quantitatively or qualita- 
tively altered. The pi-oportions of normal ingredients may be 
increased or dimiDisLod. Substances not normally found in 
the urine may under eertain conditions be present. 

The quantity of urine excreted by a healthy adult in twenty- 
four hours varies between forty and fifty ounces. The quantity 
is physiologically increased after the ingestion of large quantities 
of fluid and when the cutaneous, pulmonary and intestinal 
transpiration is diminished. The quantity is physiologically 
dinivniaheil under the reverse conditions. 

Tlie quantity of urine excreted is altered in many conditions 
of disease. It is increased in diabetes insipidus and diabetes 
mellitus, in chronic nephritis and, temporarily, in emotional 
etates, including hysteria. The quantity of urine is diminished 
in acute nephritis, in the last stages of chronic nephritis, in 
lithemia, in renal insufficiency, in conditions characterized by 
feebleness of the heart, in .Asiatic cholera, in yellow fever, in 
acute intestinal obstruction and in febrile conditions generally. 

Urine is normally clear, transparent, of an aralier color, with- 
out obtrusive odor, of acid reaction and a specific gravity varj-ing 
from 1010 to 1030, The tolor is paler or darker, and the specific 
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gravity lower or higher, as the quantity is increased or dimin- 
ished. 

The transparency of the urine is interfered witli by the presence 
of matters rendered insoluble by an altered reaction of the 
urine (such as phosphates), or by a change of temperature (such 
as urates) ; by the presence of matters foreign to normal urine 
(such as pus, chyle or blood) ; and sometimes as a result of the 
action of bacteria. 

The color of urine is intensified when the quantity is dimin- 
ished, as in fevers, or when the action of the skin is increased. 
The color is altered by the ingestion of some medicaments and 
foods and by the presence of other abnormal ingredients. Thus, 
rhubarb imparts a gamboge-yellow color to acid urine, a violet-red 
to alkaline urine ; santonin imparts a golden-yellow to acid urine, 
an orange-yellow to alkaline urine ; senna imparts a brownish, 
logwood a reddish, carbolic and gallic acids each a blackish 
tinge. Urates may color the urine orange-red. The presence 
of blood gives rise to a smoky, reddish or chocolate color ; the 
presence of biliary pigment to a brownish or greenish hue ; the 
presence of chyle to a milky appearance. In cases of melanotic 
tumors the urine may be dark or black ; the color is likewise 
dark in some cases of pernicious anemia. The urine is pale 
when it is excreted in excess, as in hysteria, in diabetes and in 
chronic nephritis. 

The odxyr of nofrmal urine is typical, but not obtrusive. When 
fermentation takes place the urine becomes amraoniacal. The 
ingestion of turpentine imparts to the urine an odor of violets. 
Other aromatic oils impart odors abnormal to urine. The urine 
of diabetes mellitus has a sweetish odor. If it contain acetone, 
the odor resembles that of chloroform. 

The total twenty-four hours' urine of a healthy person is of 
acid reactkm. The urine may be alkaline from fixed alkali a 
few hours after a meal, especially if large quantities of alkalies 
have been taken ; in cases in which the stomach is washed out ; 
and in cases of obstinate vomitins:. The urine is alkaline from 
volatile alkali when ammoniacal fermentation has taken place. 

The average specific gracity of normal urine is 1018 or 1020. 
Except in diabetes mellitus, the specific gravity bears in gen- 
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ersi an iuveree relatioa to the quantity of urine. It is height- 
uucil lifter the ingeatioD of large <iuautitiea oT nitrogcaouB food, 
in ilial>ctee inellilua and in acute uephritia nnd other febrile 
conditions. It ia lowered in diabetes insipidus, in chronic 
nephritis, in hysteria, when the activity of the akin la lowered 
and after the ingestion of large quaolities of fluid. 

Tlie normal average quantity of urea excreted in twenty-four 
hours is about five hundred grains. The e:{urelion of urea in 
incretiBtid on a generous nitrogenous diet and in fevers in 
wliieh the urine is not suppressed. The quantity of urea in 
tbe urine is diniiniahed on n vegetable diet ; when oxidation 
is interfered with, as in pulmonary or cardiae disease ; in cases of 
grave hepntie disease, rena! insufficiency or eupprossion of urine ; 
aud when the urea is retained in tlie circulation. 

If ui'iue or any fluid containing urea lie concentrated to a 
syrupy fonsislence, by evaporation in a water-bath, and nitric 




nuid be added, a crystalline preciiiitate of the rhombic plates of 
un'a nitrate will be thrown down. 

The quantity of uric acid excreted in the urine in twenty-four 
hours varies from eight to Mxteen grains. It is increased when 
tile diet is nitrogenous ; wlien oxidation is defective, as in pul- 
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monary or cardiac liiaease ; after an attuuk of gout or litliemfl ; 
and in febrile proceeaes. It is diininielied on a diet of carbo- 
hydrates ; in chronic diseaaea after hemorrhage ; during an 
attack of gout or litlieina. 

If ten parts of hydrochloric acid be added to one hundred 
parts of urine and the raisture be permitted to stand for forty- 
eight hours, a sediment of Bne, red crystals of uric acid will form. 

The quantity of A,ij>purH: add excreteil in the urine in twenty- 
four hours ia between eight and thirty gmius. It is increased on 
a vegetable, and diminished on au animal diet. It is only pre- 
cipitated from acid urine, when it appears aa rhombic crystals. 

The quantity of sodvtrn chlnrvU excreted in the urine in 
twenty-four hours is about half an ounce. It depends upon 
the quantity ingested. The excretion of chlorides is dimin- 
ished in febrile disorders, and especially when exudation or 
tmusudation occurs. 

The preseucB of chlorides in the urine may he determined by 
first acidulating tiio urine with nitric acid, and then adding a 
[ solution of silver uitrate. If the preciintate that forms is dense 




r sod curdy, the quantity of chlorides is normal ; if the precipitate 
Ma milky, the chlorides are diminished, 



246 B8BBNTIALB OF DtAGHOSIS, 

Between thirty and eighty grains of phospfioric acid are 
eliminated in the urine in twenty-four hours, two-lhirds as 
alkaline (acid eodium auil potassium) phosphates, and one- 
third as earthy (calcium aud inagnesium) phosphates. The 
quitntily of phosphates excreted is diminished at the beginning 
of febrile processes, and increases with defervescence aud con- 
valesce uce. 
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The earthy phosphates are precipitated when the reaction of 
the urine is alkaliuc. The alkaline phosphates are precipitated 
hy the addition of a solutiou containiug one part each of mag- 
nesium sulphate, ammonium chloride and liquor ammoniie, and 
eight parts of distilled water. 

■ About thirty grains of stdphimc acid are eliminated as sul- 
phates in the urine in twenty-four hours. The quantity varies- 
with the character of the food and the degree of activity. 

The presence of sulphates in the urine is determined by the 
addition of a solution of barium chloride, which gives a cloudy- 
precipitate, insoluble in water or acids. 

BiKary cnloring mUler appears in the urine when .iaundice' 
exists. The urine is yellowish, greenish or olive-bromn ia 
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color, and staiui^ the linen, When tlie jauudice ia not due to 



y acids a 



it found 



y obatrut'tion it 
in the urine. 

The presence of biliary coloring matter in the urine may be 
detected by overlaying nitric acid in a test-tube with urine, 
or by permitting the fusion of a drop each of nitric acid and of 
urine on a white plate. A play of color from green, blue, 
violet, red to yellow, reatiltB. 

To detect the presence of the biliary acids in the urine a small 
quantity of cane-.sugar is added to the urine, which is introduced 
into a test-tube, so as to overlay some sulphuric acid. A purple 
eoior is formed at the line of contact. If a bit of fllter-paper is 
dipped iu the saccharated urine and touched with a drop of 
Bulphuric acid a purple coh^r reaulte. 
Wbat are lencin and tyrosin! 

Leticin and tyroain are products of the destructive meta- 
rtnorphoeis of proteids, and arc auioug the waste-products of 




nncreatic digestion. They do not occur in normal urine, but 

Kare found in the urine In cases of phosphorus-poisouing and of 

acute yellow atrophy of the liver, for which they may have 

diagnostic sigaitlcance. They h&ve also been exceptionally 
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noted in variola, typhus, pernicious nneniia, aud in a case of 
olialructive jaundice caused by hydatid cyst of the gall-duct. 

To obtain leucin and tyrosinin thesedimtint, the urine should 
be evaporated in a water-bath to eyrupy consistence, or a drop 
mny be boiled down on an object-glass, Leucin appears in the 
form of faintly ehining spheres of variable size, the larger o 
sometimeB exhibiting radiation or concentric rings. Tyrosin 
crystallizes in very fine needles, commonly aggregated into 
sheaves or bundles. 

Oxaluria. 

What is ozaluria ? 

Tlie presence of oxalates in the urine is sometimes associated 
with a complex of symptoms, to which the designation oxaluria 
has been applied. Individuals so affected complain of languor, 
of dull pains in the loins, are irritable or dejected, have boils or 
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carbuncles ; and their nutrition is impaired. The uWne, \ 
specific gravity of which is increased, contains an excess of uj 
and of oxalates, and occasionally n trace of albumin, The con- 
dition has been observed in persons in whom the nervous system 
has been severely put to task. 
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Pyuria. 

Whatispynria? 

The presence of pus in the urine constitutes pyuria. Pus 
appears in the urine when there is suppuration in any portion 
of the genito-urinary tract, as in urethritis, cystitis, ureteritis or 
pyelitis. Bupture of an abscess into the genito-urinary pas- 
sages gives rise to the sudden discharge of a large quantity of 
pus. When, in women, leucorrhea exists, some of the pus may 
find its way into the receptacle for urine. The addition of 
caustic alkalies converts pus into a gelatinous viscid mass. Hy- 
drogen dioxide gives a characteristic foaminess, from libera- 
tion of oxygen. The microscope . is the most certain test. 
Urine containing pus responds to chemic tests for albumin. 

When urethritis exists, micturition is burning. The first 
urine passed is turbid ; that which follows may be clear. The 
reaction of the urine remains unchanged. In the vast majority 
of cases, urethritis is gonorrheal. 

When there is cystitis, there may be vesical tenesmus, with 
frequent passage of small quantities of urine that is usually 
of alkaline reaction. Cystitis may be secondary to urethritis ; 
it may be a result of obstruction, as from stricture of the urethra 
or an enlarged prostate ; it may be associated with a calculus 
in the bladder ; it may have been caused by the introduction of 
septic mattfers into the bladder in the course of some surgical 
procedure, such as the employment of an unclean catheter, 
sound or bougie ; it may be tuberculosis ; it is often seen in asso- 
ciation with diseases of the brain and spinal cord. The urine is 
not only turbid, but it is usually also alkaline in reaction and 
offensive in odor, from ammoniacal fermentation. 

Ureteritis and pyelitis are usually associated. Both are com- 
monly secondary to cystitis, though they may result from the 
presence of calculi. In uncomplicated cases the urine is acid 
in reaction. 

When an abscess ruptures into the genito-urinary tract, a 
certain sense of relief of tension is perceived, followed by the 
evacuation of a large quantity of pus in the urine, which had 
previously presented no abnormal characters. 
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Albmninuria. 

What iB albaminnria ? 

Allmiiiiii is round in the urine under many varied conditions ; 
thus, urine containing pus or blood will respond to the teats for 
albumin. Under other circumBtancea, however, the albumin is 
derived directly from the circulating blood, as a result of the 
defective action of the epitiieliuin of the secretory tubes of the 
kidney. Such a condition is present in the variona morbid 
states of the kidney, in the course of fevers aud infectious pro- 
cesses and in association with violent convulsions, obstructive 
disease of the heart, and iuterl'erence with the respiratory func- 
tiou. The ordinary form of albumin found in the urine is serum- 
albumln ; less commonly paraglobulin is present. 

How is the presence of albumin in the urine to be determined ! 

The best teat for l!ie detection of albumin In the urine is that 
by heat. The urine should be clear and of acid reaction. If 
not dear, it should be filtered. If not acid, a drop or two of 
acetic acid—sufllcieut to impart an acid reaction, should be 
added. The upper half of the urine, in a test-tube, is heated. 
A resulting cloudiness is due to the presence of albumin or of 
phosphates. If the urine have been acid, the cloudiness is not 
likely to be due to phosphates. The addiiiou of a few drops of 
acetic acid removes any doubt ; if the cloudiness is dependent 
upon the presence of phosphates, it at once clears ; if due to 
the presence of albumin, it persists. 

A simpler test for the presence of albumin consists in over- 
laying a quantity of nitric acid in a test-tube with the urine. 
A white ring at the line of contact of the two fluids is indicative 
of the presence of albumin. A faint ring of urates that forms 
above the line of contact is dissipated by tlie application of heat. 

A saturated solution of picric acid used by the contact-method 
in the same way as nitric acid, the urine, however, being ovei- 
laid by the acid, constitutes a most delicate test for the detec- 
tion of albumin in the urine, but it Is equivocal, as it reacts with 
peptones, urates and with the alkaloids. Heat, it is true, dissi- 
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pales Ihe ring formed with these, but it may also cause a diffu- 
sion of the turbidity produced by albumin, so tliat the latter 
may escape detection. 

What is the si^fleance of the presence of tabe-casti in the 
arinel 
The presence in the urine of caatsof the uriniferous tubules is 
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indicative of nephntis The presence of albumin is usually 
.associated with that of tube-casts. 
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The character of the casts varies according to the form of 
nephritis. Blood-casts and epithelial casts are indicative of an 
acute process ; granular casts of a chronic process ; hyaline casts 
may be present in many conditions. FcUty casts bespeak the 

Fig. 41. 






a 



Waxy casts of the uriniferous tubules, a, a waxy cast containing crystals of 

calcium oxalate. (V. Jaksch.) 

late stage of a chronic parenchymatous nephritis— fatty kidney ; 
waxy casts may be found in acute and chronic nephritis and in 
amyloid disease of the kidney. 
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Chyloiia. 

Whfttiscliyliiria? 

The presence iu tlie urine of cliyle or its molecular bitac, fat, 
cuDaliLutea ckyluriu. Tlic urine presents a wliitiab, milky a]}- 
jwaraQCe aud displuys a tendeucy to spontaneous coagulation. 
AlbuiDiD is present ; in cases due to tilaria, blood may be found. 
Under the microscope lymph-corpusclea and a. finely granujiir 
basis are recognized. Chyle fiude its way into the u 
result of abnormal cotumuuieatiou between the lymphatic sys- 
tem and the genito-urinary tract, in consequence of rupture 
following obstruction in the lymph-cbanuols, most commonly 



I 




Fllnrli 



hyJIIaria sanguhtis hominis. The scrotum and the lower ex- 
tremities are sometimes inflltr.tled, and may be enlarged so as 
to create a resemblance to elepliantiasis. Hlnriosis is a chronic 
affection, as a rule irregularly intermittent in its man ifea tat ions. 
When fltarifB are present, ova or embryos shoulil be discovered 
in the urine or in the blood obtained during the period of sleep 

I or rest. 
Lipuria. 
Whatialipuria? 
The presence of fat in the urine constitutes lipuria. It may 
occur in health after excessive ingeslirin of fatty food. It has 
been observed in connection with fatty degeneration of the 
kidney, pyonephrosis, diabetes mellitus, phosphorus-poisoning 
and pregnancy. Urine eontainins chyle responds lothe tests 
for fat. The condition may be recognized by the addition to 
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the uriue of ti suiall quantity of potaEsium hydrate and 
shiiking with vthcr. The ctlicr is permitted to evaporate 
till: fat collects as globules. 



then 



Hematuria. 
What IB hematuria 1 

The presence of blood in the urine constitutes Aeniufuriu. 
The urine is turbid aud darker in color than normal ; the specific 
;^ravity is increased ; and albumiu is present in considerable 
quHutity. With the microscope there is no difliculCy in distia- 
guishing the red corpuscles. 

Blood may be present in the urine as a result of hemorrhage 
from tmumatism or ulcerative processes ; iu the course of acute 
iuflammations in the genito-urinary tract -, asaaymptoai of cer- 
tjiin nervous diseases ; as a manifestation of a hemorrhagic dia- 
thesis, as in leukemia, scurvy, purpura, hemophilia, exophthal- 
mic goiter, and the like ; as a manifestation of Influenza op ma- 
laria, or as the result of drug-action. Like chyluria, hematuria 
may be due to Mlaria sanguinis hoiiiinis. Dialotaa. hemaUM-xan 
and strmujylus gigas are additional parasites that may causo 
hematuria. 

It may sometimes be important to detemune whether the blood 
present in urine comes from Lhe bladder or from the kidneys. A 
comparatively small quantity of blood ; its uniform admixture 
with the urine ; the presence of blood-casts of the tubules, or 
of the ureter ; small size, discoloration, or so-called " ringing" 
of the blood-cells, point to renal hemorrhage. The passage of 
pure blood or of clots unmixed with urine, or with but sliglit 
admixture, or only at the beginning or close of urination, points 
to hemorrhage from the bladder or urethra. Exploration or cys- 
toscopic examination may detect the source of hemorrhage and 
perhaps its cause, as a calculus or a neoplasm. 

Hemoglobinuria. ^H 

What is hemc^loblnaria "i ^H 

When the coloring-matter of the blood appears in the urine 
thi' condition is designated hfvtnijhbiiiiiria. The coloring- ma Iter 
of the hlood may appear free in the urine as a result of con- 
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ilitious atLeniled with dieorgaDizatioD of Llio blood, each as 
si^Di'vy, pui'pura, pyemia, tjpliuB, iusolaljon, extensive bums, 
and poiaouiug by potassium thiorate, hydrogen areeniile, phoE- 
phorua, carbolic acid aod chloral. Spontaneous hemoglobin- 
uria bas been observed in the new-boru infant. 

Tlie urine is dark-red or chocolate-brown in color, of high spe- 
cific gravity, and contains cousidtirablc albumin. Microscopic- 
ally, few or no blood-cells are found. A drop of sucb urine 
treated on a slide with sodium chloride, acetic acid, and 
lieat yields microscopically the Hat, rhombic, prismatic tables 
known as Teichniann's crystals. The addition of a few drops 
of fresh tincture of guaiac to a small quantity of the same urine 
gives rise to a whitish or greenish coloration ; shaken well, the 
addition of a few drops of a solution of hydrogen dioxide or of 
old oil of turpentine causes a change of color to blue. Spectro- 
scopic eKainination reveals characteristic strife. 

Tfte (Ulaclc sets in with a rigor, to wliich succeed vomiting, 
diarrhea, collapse, cyanosis, stupor, and, usually, a tatal issue. 

Paroxysmal Hemoglobinuria. 

What is paroxysmal hemoglobinuria? 

Ilaiviglobinurm may be intervUUenl and paroxysmal. In some 
onses no cause for the condition can he elicited ; in most, how- 
ever, the exciting factor has been exposure to unusual cold. 
Attacks may be induced by mental or pliyslcai exhaustion. The 
disease Is most common in young adult males. The onset of a 
paroxysm is indicated by a sense of languor and fatigue, to 
which is soon added a feeling of chilliness. Tiie lingers and 
toes and tips of the ears become numb, cold and cyanotic. The 
paroxysm ends by the I'estoration of a comfortable sense of 
warmth. During the attack, or a short time subsequently, the 
symptom that gives the disease its name appears. The utine, 
however, soon assumes a normal condition. 
How are parozyBmal hemoglohinuria and malarial hematniiii 
to he differentiated 1 

Paroxysmal hemoglobinuria is not known to be related to 
pialarial infection ; other possible manifestations of malaria are 
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wftnting ; the periodicity of the attack is not rhythmical ; ma- 
lariiil hematuria is a manifesLation of profound malarial intosi- 
c.itiou, associated with otlier distinct characteristics of malaria. 
In hematuria, with the microscope, many red blood -corpuscles 
arc to be seeo in the urine ; the absence of blood-corpuscles in 
the urine is characteristic of hemoglobinuria. The one condi- 
tion yields to treatment with quinioe ; the other does not. Es- 
amination of the blood in a case of paroxysmal hemoglobinuria 
discloses nocbing characteristic ; an examiuatlon of the blood in 
cases of malarial hematuria reveals the presence of characteristic 
jiarasites, 

Endemic Hematuria. ^M 

What is endemic hematuria? ^| 

la tropical climates the presence of a nematode worm, the 
di»lo>ua ho'iatoMuni or BUharzia hematobia^ in the veins llbout 
the bladder, occasions the appearance of Wood in the urine. 
The ova of the parasite flud their way into the gen ito-uri nary 
passages and there give rise to irritation and inflammation and 
extravasation of blood. The disease is most common in youth ; 
it shows a tendency to subside after the age of puberty. The 
condition predisposes to the development of urinary calculi. 
The diagpoaii depends upon the endemic character of the aflec- 
tion and the detection of ova, which are often concealed in 
shreds of tissue contained in the urine. ^H 

Diabetes XneipiduB. ^| 

What are the clinical featares of diabetes insipidua or poly- 
aria? 

Diabetes insipidm or jiolifm-in is a morbid condition character- 
ized by the elimination of an excessive quantity of feebly acid 
urine, of low specific gravity, containing neither albumin nor 
sugar. There is increased thirat; an abnormal quantity of 
fluids may be ingested, than which, however, the quantity of 
urine excreted is usually in excess. The sfcin and visible 
s membranes may be rough and dry. In some cases the 
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appetite is excessive. Tlie general nutrition may be maintained, 
but is rather more likely to suffer deterioration, as manifested 
by wasting and debility. Diabetes insipidus is not directly fatal. 
Its etiology and patlwhgy are obscure. In many cases, there is 
a history of injury to the head, or disease of the brain is found 
post-mortem. It may depend upon disease of the pancreas. 
Several cases have been found in a single family ; in other in- 
stances, some members of a family present diabetes insipidus, 
others diabetes mellitus. 

How are diabetes insipidus and chronic interstitial nephritis 
to be differentiated ? 

In cases of chronic interstitial nephritis the quantity of urine 
eliminated may be abnormally large, but it does not attain the 
proportions encountered in diabetes insipidus ; in addition, 
careful investigation will detect the presence of albumin and 
casts Hn the urine, as well as the existence of other symptoms 
indicating a degenerative lesion of the kidney : heightened arte- 
rial tension, hypertrophy of the heart, breathlessness, edema, 
headache, diarrhea. 

How are hysterical polyuria and diabetes insipidus to be 
differentiated? 

The excessive discharge of urine that is sometimes observed 
ip hysterical patients is paroxysmal rather than pe^istent; 
and does not constitute the essential feature of the disease, but 
is rather an incidental symptom of a malady of protean feature. 

Diabetes Mellitus. 

What are the clinical features of diabetes mellitus? 

Diabetes mellitus, glycosuria, or mellituria, is a morbid condition 
attended by the discharge of large quantities of urine charac- 
terized by the persistent presence of a varying quantity of glu- 
cose. It is sometimes observed in connection with cerebral 
disease, sometimes in connection with disease of the pancreas 
or of the liver, sometimes in women at the menopause, but is 
commonly unassociated with any evident disease. In many 
17 
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cases there is a racial or family pre disposition or a 
rheiiiunlic dialliusis. In not a few instances its advent 1 
been preceded by grief, ansiety or profound emotion. 

Amoug tbe earliest sympUmts is n gradual failuru of Iicaltli, 
with a sense of fatigue disproportionately great. It may be 
observed that the patient is passing an excessive quantity of 
u.riii£, examinatioD of which shows it to be pale in color, of a 
sweetish, fragrant odor, of high s]>ecifii: gravity, and chemic- 
ally eontaiuing glucose. The proportiou of sugar varies, being 
increased by indulgence in and diminisbed by abstinence from 
Hiigai's and starL-hes. At tbe same time, there is increased 
thirst, together with the iugeation of large quautitiea of Huids. 
The upijetUe is also wont to be excessive and large qunntitieB of 
food arc taken. Constipation is the rule, thougli csliausting 
diarrhea may occur. The akin, mouth and throat are dry. A 
aweetish taste is perceived. Tbe brealJi may exhale a fragrant, 
a balsaiule, an ethereal odor^ or au odor of clil<)roform. The lettli 
become carious, tbe gums spongy and loose. Boils and carbuncles 
are common. Feraistent furuneulosls, witbont obvious cause, 
should always awaken a suspicion of diabetes. In women, pru- 
ritus vulvte, and, in men, escoriations about the meatus urina- 
rius have been observed. Failui'e of sexual vigor is somelitiios 
an early symptom. Emaeialionanddebility may ultimately |je- 
come extreme. Exceptionally an appearance of perfect healllt 
ie preserved. Some have distinguished two groups of cases 
those with a tendency to emaciation, and those with a tendency 
to obesity. 

Sometimes, there is sense of chilUness and the temperature is 
subuormal. Gangrene from vascular occlusion may result and 
bring about a fatal issue. After death the bladder is often 
found hypertrophied. Cataract not rarely develops in tbe 
course of diabetes, Nephritis is sometimes superadded. DrrU/i 
commonly results from an intercurrent affection, such as pul- 
monary tuberculosis or pneumonia. Sometimes coma appears 
with or without delirium and coQvuIeious. Coma is in many 
p preceded for a few days by the apgwarance in the urine of 



aceteuc and Jiacetie acid, concurrently, it may be, with dimiuu. 
tiou of the percentage of sugar. 
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What is Moore's test for the presence of glucose in the nrine? 

The simplest test for the presence of sugar in the urine is 
Moore's test. To a moderate quantity of urine in a test-tube 
half as much liquor potassse is added. The mixture is heated. 
If sugar be present in greater proportion than 0.3 per cent., a 
sherry-wine color results. If a drop or two of nitric acid be 
added, the brownish color disappears and the odor of molasses 
becomes perceptible. Other substances than sugar respond 
similarly in color ; so that the test cannot be infallibly relied 
upon. 

What is Boettger's test ? 

To a small quantity of urine in a test-tube is added about an 
equal quantity of liquor potassse, and then a small pinch of bis- 
muth subnitrate. The mixture is heated ; if sugar be present a 
black precipitate of metallic bismuth is thrown down. Sulphur 
compounds precipitate black sulphides, so that albumin, if pre- 
sent, should first be removed by precipitation and filtration. If 
the reaction fails to take place, the presence of sugar in signifi- 
cant quantity can safely be excluded. 

What is Trommer's test ? 

To a moderate quantity of urine in a test-tube a smaller 
quantity of liquor potassse, and then a few drops of a ten per 
cent, solution of cupric sulphate are added. If heat be applied, 
an orange-red precipitate of cuprous oxide is thrown down if 
sugar be present. 

What is Fehling's test? 

Two solutions are used. One consists of an ounce of cupric 
sulphate and sufficient water to make fifteen ounces ; the other 
of five ounces of crystallized Rochelle salts, three ounces of a 
solution of sodium hj^drate having a specific gravity of 1.34, and 
sufficient water to make fifteen ounces. When the test is to be 
made, equal quantities of the two test-solutions are heated in a 
test-tube. The urine is then slowly added. Should no orange- 
red precipitate result, the presence of sugar can be excluded. 

Fehling's test can be applied for quantitative analysis by em- 
ploying solutions of which a known volume will be reduced by 
a definite quantity of glucose. 





What ii the fermentation-test? 

If a bit ut' bakui'^B yeusl Im added to urine cootaining sugar, 
fermentation takes place, i;arbon dioxide auti alcobol beiug geo- 
erateU. la niakiug a quantitative exaniiualion the specific 

gravity la taken and recorded ; eight ounces of urine are iutro- 
dutcd into a pint bottle, a piece of compressed yeast about the 
». wahiut added, and the l)ottle closed by a perforated 
eork, and placed in a warm place (from 86° to !XP F.) for four 
or five hours or longer. The urine is then permitted to cool, 
and its specific gravity ie again taken. Each degree of loss of 
specific gravity represents about one grain of sugar to the ounce, 
or the total number of degrees lost multiplied by 0.23 will give 
the percentage of sugar. 

What are the testB for acetone T 

1, To the urine is added a, small quantity of yellow preuipt- 
late (mercuric oxide), freshly prepared by mixing an alcoholic 
solution of potassic hydrate with mercuric chloride. If acetone 
is present some of the mercurial will be dissolved. The urine is 
then filtered and the fittrnte overlaid with ammonium sulphide. 
A black ring of mercuric sulphide shows that the reagent has 
l>een dissolved, and thus indicates acetone. Or, 2. About 4 c.o, 
(1 dram) of solution of poiaasic hydrate, containing 1 gram (IS 
grains) of potassium iodide, fire placed in a test-tube and boiled. 
An equal volume of urine is then cautiously poured in, so as li> 
float on the surface of the alialine liquid. Al the point of con- 
tact a ring of phosphates will form, which, if acetone he pi'esent, 
will iu a few miniitcs be colored yellow and studded with 
crystals of iodoform. 

What is a convenient test for diacetic acidi 

Solution of ferric chloride is slowly added to the urine ; the 
phosphates thus precipitated are removed by filtration, and 
more ferric chloride is added. If glacial acetic acid is present, 
the urine becomes wine-red. The test muKt then be repeated 
with urine previously boiled. If the boiled urine gives no reac- 
tion with the iron solution, or only a slight coloration, and if 
acetone is likewise found tol>e present, it may lie concluded that 
diuixtm-ia, a forerunner of diatielic coma, exists. 
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How are diabetes insipidus and diabetes mellitus to be differ- 
entiatedl 

The cliftgnostic distinction between diabetes mellitus and 
diabetes insipidus is the presence or absence of sugar in the 
urine, of which tho specific gravity is lower in the latter than 
in the former. The occurrence of boils, of itching of the skin, 
of cataract and of gangrene, the preaenc.c of a sweetish taste 
and of a fi-agmnt breath, encountered in saccharine diabetes, 
are wanting in insipid diabetes. The prognosis in the case of 
diabetes insipidus is more fiiyorable than in that of diabetes 
mellitus. 

Cystitis. 

Wliat are the symptoms of cystitis? 

The mucous membrau'i of the bladder may undergo in- 
flammation in the course of constitutional disorders, or as the 
result of local irritation or infection. Cystitis gives 'rise to 
pain in the hypogastriuin, a frequent desire to urinate, followed 
by the evacuntion of small quantities of urine, attended with 
burning pain. The last drops of urine passed are opaque aud 
viscid. The quantity of urine voided docs not in tlio aggregate 
exceed the normal. When the cystitis is acute the reaction of 
the secretion is acid ; in chronic cystitis tiie urine isalknline; the 
urine is turbid and precipitates a dense, copious sediment ; it is 
albuminous in a degree proportionate to the quantity of pus con- 
tained. Examined microscopically the sediment is found to he 
made up of pus-corpuscles, pavement epithelial cells and mucus. 
In the earliest stages of acute cystitis the urine may contain 
blood ; in chronic cystitis, crystals of the triple ammonio-mag- 
neeiam phosphate may be found. The walls of the bladder be- 
come thickened, its cavity reduced in size, its lining membrane 
ribbed. The dangerous seqnelai of cystitis are ureteritis, pye- 
litis, hydronephrosis and suppurative nephritis, dependent upon 
extension of the inflammatory process. 
How are oyititia and nephritis to be differentiated ? 

Pain in the hypogastrium is a feature wheu there is acute 
cystitis. If pain attend acute nephritis, it is referred to the 
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loins. Uriiie is passed less frequently and in eniallcr quantities 
when acute nephritis exists than is tlie case in acute cystitis. 
Tlie urine of cystitis is tlie more distinctly purulent ; that ot 
nephritis, the more distinctly albuminous. In cases of nephritis, 
tlie urine contains casts of the uriniferous tubules. The urine 
of simple cystitis never contains tube-casts. Tlie alkalinity of 
the urine, the presence of pus, and the absence of tube-casts, 
in addition to tlie absence of other phenomena, such as ctlema, 
dyspnea, anemia, cardiac liyi>ertrophj, distiuguiali chronic cys- 
titis from clironic nephritis. 

TeBical Calculus, 

To wbat symptome does a vesical calculus give rise ? 

The presence of a caiLulus in tlie bladder gives rise to irrita- 
tion and indammation. In addiliou to the signs of cystitis — 
frequent, burning discharge of small quantities of urine of alka- 
line or acid reaction — there occur attacks of vesical tenesmus, 
with complete obstruction to the discharge of urine, with pain 
referred to the glans penis, followed by tlie presence of blood in 
the urine. Careful examination, by means of a sound or tlie 
cystoscope, may furnish conclusive evidence. A vesical calcu- 
lus may not only excite cystitis, but it may also give rise to 
inflammation and dilatation of the ureters and pelves of the kid- 
neys and to hydronephrosis. 

Neoplasms of the Bladder. ^H 

To whftt lymptoms do neoplasms of the bladder give risef 

T^hen the lining of tlie bladder is the seat of new-growths, 
hemorrhage is of frequent occurrence, together with paroxysms 
of vesical tenesmus. The urine usually contains cellular evi- 
dence of the presence of a neoplasm, while cystoscopic exami- 
nation may afford ocular dumonstratiou of the fact. 
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Pyelitis. 

What are the symptoms of pyelitis ? 

Inflammation of the mucous membrane of the pelvis of the 
kidney may arise in the course of acute infectious diseases, may 
result by extension from the urethra, through the bladder and 
ureters, or from the presence of a calculus or a new-growth. 
Pyelitis may be tuberculous. There is pain in the loin. The 
urine^ the reaction of which remains acid, precipitates a copious 
sediment principally constituted of pus, with some epithelial 
cells. From time to time the urine may contain blood. 

In cases of tuberculosis, tubercle-bacilli may be found in the 
urine, and there may be evidences of tuberculous disease else- 
where. It is said that bacilli morphologically indistinguishable 
from tubercle-bacilli and presenting the same color-reactions are 
sometimes found in the urine of healthy persons. The numbers 
are smaller, and the organisms are less constantly present than 
in cases of tuberculosis, and the inoculation-test proves them 
to be innocuous. 

How are pyelitis and cystitis to be differentiated ? 

The pain of pyelitis is referred to the lumbar region ; that of 
cystitis to the hypogastric region. Small quantities of urine are 
frequently evacuated in case of cystitis ; neither quantity nor 
frequency are altered in uncomplicated pyelitis. When there is 
cystitis, the urine is most likely to be alkaline in reaction ; when 
there is pyelitis, it is usually acid. 

Renal Inadequacy. 

What is renal inadequacy ? 

Some individuals never pass more than a normal or slightly 
less than normal quantity of urine of low specific gravity and 
containing abnormally little urea, even though they should 
partake of an excess of fluids. The condition has been termed 
reyial inadequacy. The symptoms are vague and indefinite. 
There is a sense of ill-being, an undue readiness of fatigue, and 
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a lowered resistance to disease. Patients so affected bear opera- 
tive interference badly. Thepe may be slight edema, but the 
urine contains neither albumin nor casts. 

Floating Kidney. 

What are the symptoms of a floating kidney? 

The kidney ma}' be furnished with a mesentery, attached to 
which it may find its way into the abdominal cavity, without 
necessarily giving rise to significant symptoms. The condition 
is to be recognized by the mobility, the possibility of replacement, 
a void in the usual situation of the kidney, and the fact of the 
remaining viscera occupying their proper positions. By twisting 
of the ureter, urine may accumulate in the renal pelvis, to be 
evacuated when the quantity has reached a certain limit. In 
addition, there may be a sense of weight and dragging in the 
abdomen, with pain usually dull, but occasionally acute and 
associated with tenderness. Sometimes the distress is more 
aggravated, and nausea and vomiting occur. Floating kidney 
is more common in females than in males ; the right kidney is 
more frequently afiected than the left. 

Renal Calculus. 

To what symptoms does a renal calcnlns give rise? 

A calculus in the pelvis of the kidney occasions constant dull 
pain in the loin, aggravated into great intensity in paroxysms, 
superinduced by active physical exercise or by concussion. 
Following the paroxysm the urine contains blood. In the in- 
terval the urine contains pus. If the calculus enter the ureter, 
efforts at its expulsion give rise to excruciating pain in the 
course of the ureter, with retraction of the corresponding tes- 
ticle, numbness of the thigh, nausea and vomiting. When a 
renal calculus is a cause of obstruction to the fiow of urine, 
hydronephrosis or atrophy of the kidney may result. 
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Acute Nephritis. 

What are the clinicftl features of acute nephritis? 

Ar.ule infliinutiiition of IUk kiduey is cotiiiijon iu association 
witli acute itifectious diseases— especially scarlalitia, erysipelas, 
smaU-pox and yellow fever. It may follow exposnre to cold. 
It sometimes develops ic the course of pregnaocy. The kid- 
Beys are la^e aud smooth and reddened. The inflammation 
Uticularly involves the parenchyma of the organs. The 
^ acute nephritis may be manifested by a chill, 
a followed by fever, by pains in the loins, by headache, 
urhaps with nausea, vomiting and diarrhea.. Tlie faxt. (nota- 
eyelids) is puffy ; the extremities are swollen and 
i^ematOLis. The excretion of urine is diminished to a miui- 
; tliere may be actual suppression. The urine presents a 
loky, reddish, turbid aspect ; its specific gravity is high ; It is 
deficient in urea, but it contains a decided quantity of albumin 
and hyaline and epithelial casts, and hlood-easts, as well as 
free blood -corpuscles. The symptoms of uremkL may super- 
vene ; to the headache, nausea and vomiting, are added derange- 
ment of vision, delirium, convulsions and coma. In the coui'se 
of several weeks, the symptoms gradually subside, though the 
accompanying anemia yields hut obstinat'ily, while the urine 
may continue albuminous for a iong time, perhaps permanently. 

fSammations of the serous membranes are Irequeut in the 
irse of acute nephritis. 
Chronic Farenchymatous Nephritis. 

What are the symptoms of chronic parenchymatous nephritis? 
Recovery from acuty iutliimraatinn of the kidney may be 
imperfect ; repciited attacks may leave a permanently damaged 
organ ; dually an iuflammation of the parenchyma of the kidney 
may l)e insidious and essentially chronic from the outset. 
~ r produced, the sipnptoms are variable. The essential 

karactertBtic is the jtersistent presence of a considerable 
mtity of albnmin in the urine, together with granular, hyaline 
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or fa tl J tube-casts. The quantity of urine may scarcely deviatt 
from tlie noriual. A chamoteriBlic TftrieLy of retinitis may be 
detected with the ophthalmoscope. Edema of the face and 
estremities occurs, anemia is manifest, assiiu tint ion is ini- 
paii-ed, the arterial tension is heightened, and the heart becomes 
enlarged. Ascites is common. Edema of the larynx or lungs, 
or effusions into the pleurie or pericardium may take place sud- 
denly or gradually. Headache, impaired vision, somnolence, 
convulsioDB and coma, from uremia, may develop. Individuals 
affected with chronic pareucliymatous nephritis badly resist dis- 
ease. The probabilities are that Ibe »o-called fatty kidney is 
hut a modiUcation of the kidney oi chronic parenchymatous 
nephritis, depeudeut upon secondary deyeue ration. The sym|)- 
toms of both conditions are much alike. In the secondary 
degeneration, the presence of fatty casts and of oil-globules is 
characteristic. ^^^1 

Amyloid Sidney. ^H 

Wliat are the clinical fe&tnrcBof amyloid digease of the kidney? 

Ami/loid, larHnceous or waxij ilisettiif. nf ili£ kiihtey depends upon 
a petuiiar hyaline degeneration of the coals of the renal capil- 
laries, which is often associated with some degree of chronic 
parenchymatous nephritis, and with amyloid degeneration iti 
other organs, such as the liver, the spleen and the interline. 
The nymptoms are practically those of the associated condition. 
In addition to edema, albuminuria, the presence of tube-casts 
in the urine, heightened arterial tensitm and cardiac hypcr- 
tmphy, there may be a peculiarly waxy complexion, diarrlien, 
and painless enlargement of the liver, without ascites and Jaun- 
dice. Amyloid degeneration results usually in Consequence of 
protracted suppuration or ulceration, or of syphilis. 

Chronic Interstitial Nephritis. ^M 

What are the gymptoms of chronic interstitial nephritis T ^ 

The interstitial slructure of the kidney [lartici pi tales, in some 
degree, in every intlammatiou of the organ. The involvement 
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becomes especially obvious in the late stages of all forms of 
nephritis. In some cases, however, the interstitial connective 
tissue undergoes hyperplasia from the outset, ultimately con- 
tracting and giving rise to a diminution in the size of the organ, 
which becomes small, red, granular ; the capsule is thickened ; 
on attempting to remove it the adherent cortex tears. This 
chronic interstitial nephritis is often but one part of a widely 
distributed arterio-capillary fibrosis. The principal symptom re- 
ferable to the kidneys is frequent micturition, the urine being 
considerably increased in quantity, of a low specific gravity, and 
containing a trace of albumin and hyaline and granular tube- 
casts. Albumin and casts are sometimes only to be found by 
repeated, careful examination. There is little or no edema, 
unless dilatation of the heart develop. There is shortness of 
breath. The arterial tension is high and the heart is hypertro- 
phied. The second sound of the heart is accentuated. There 
is sometimes persistent diarrhea. Retinitis, papillitis, and he- 
morrhages may occur. Death usually results from uremia or 
cerebral hemorrhage. The commonest causes of chronic inter- 
stitial nephritis are alcoholism, gout and lead-poisoning. 

What are the symptoms of uremia ? 

Uremia is an auto-intoxication, which sometimes arises in the 
course of disease of the kidneys and is dependent upon the reten- 
tion in the fluids of the body of certain products that it is the 
function of the kidneys to remove. Uremia gives rise to head- 
ache, vertigo, nausea, vomiting, diarrhea, dilatation of tlie pupil, 
altered vision, delirium, somnolence, convulsions and coma. 
Effusions frequently accompany the condition. The tempera- 
ture may be subnormal. It has exceptionally been observed 
to be febrile. The body and breath exhale a musty odor. 
Uremia is one of the gravest complications of disease of the 
kidneys. 

How are a nremic seizure and a paroxysm of epilepsy to be 

differentiated? 

Probably dependent upon analogous conditions of irritation, 

there is little dift'erence between the convulsions. The onset of 

an epileptic attack is sudden, attended with a cry and biting of 
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tlic tongue, and poesibly preceded by aa aura ; the convulsions 
of uremia are usually preceded by headache, vertigo and nausea, 
and occur without sound or injury to tbe tongue. The urine 
may contain albumin during or after an epileptic paroxysm, but 
casts are prcBent ae well when the convulsions are uremic. Epi- 
leptic seizures are &r more likely than uremic convulsions to 
have been and to be repeated. A knowledge of the previous 
history of the case simplifie,'« the diagnosis. 

How are uremia and msolation to be differentiated? 

The failure on the part of the skin as well as on the part of 
the kidneys to eliminate certain cxcrenienLitiouB products may 
in cases of insolation give rise to phenomena resembling those 
presented by uremia ; but in the former the temperature attains 
a height never seen in the latter, while the season of the year 
at which the accident happens, as well as the attendant circi 
stances, makes the diagnosis clear. 



AbscesB of the Kidney. 



:iuj^^_ 



Wliat are the symptoms of abacess of the kidney? 

Suppuration may take place in the kidney as tbe result of an 
acute infectious nephritis, as a part of a general pyemia, or in 
consequence of traumatism. When pus lias formed, the nynip- 
tmns occasioned are those to which imprisoned pus usually gives 
rise : rigors, hectic fever, aweats, emaciation. The urinary 
secretvm will be altered in accordance with the intensity and 
extent of the causative or associated nephritis. In the urine 
may be found albumin, pus, tube-casts and blood- corpuscles. 
There may bo pain and tenderness in the region of the kidney. 
If the accumulation of pus attains eonsidernble proportions it 
may give rise to a palpable tumor, with fluctuation, in the loin. 
The abscess may rupture into the pelvis of the kidney, into an 
adjacent viscus, into the abdominal cavity ; or the pus may 
make its way out through the abdomiual wall. 



TUBERCULOSIS OF THE KIDNEY. 



Perirenal Abscess. 

I Vhat are the clinical features of perirenal abscess 7 

Suppuration luay take jilace iii the perirenal canuective 
tissue lis aresult (ifan esteusidEofiuUaiiiiualioii iu ihu pelvis 
oi' in the structure of the kidney or aa a result of blows or 
injuries. The condition is to be rocoguized by the existence 
of pain and tenderness iu connecliun with a boggy, Huctu- 
atiog tumor in the loin, associated with chills, fever, sweats 
and einaciatiou. The tumor is not movable, and cannot be 
separated from the kidney. Exploratory puucture may detect 
the presence of pus. Such an abscess may burrow and find 
an exit above or l>elow Pouitart'a ligament, in the loin, into tlie 
kidney, ureter or bladder, into tlie pcrlLoiiemn, intestines or 
into u iuug. 

How are a perinephric and a renal abscess to be differentiated T 

An abscess in the loin developing in the course of pycmi.i is 
^^T more likely to lie runal than perinephric ; an abscess following 
^B traumatism is more likely to be perinephric than renal ; while 
^H disease of the pelvis or of the kidney may give rise to one or the 
^^■olher. The pus of a perinephric abscess is more likely than that 
^^vof a renal al>scess to burrow and point at sometlislant spot. In 
^^•cases of renal abscess evidences of disease are likely to appear 
^^Kbi the urine ; there may be pus with albumin and tube-casts. 

^H Tuberculosis of the Kidney. 

What are the clinical features of tuberculosis of the kidney ? 

Miliary tubercles may be developed in the kidneys in common 
with other organs, as a ]>a.rt of an acute miliary tuberculosis. 
m ifore usually, when Ihe kidney is tuberculous, the foci arc more 
■-'ttxtcnsive, and exhibit a tendency to undei^o caseation. The 
■l^dney is rarely the exclusive seat of tuijerculoeis. As a rule, 
^ther portions of the gen i to-urinary tract are likewise involved, 
ind not unL'ommouly the lungs its well. Miliary tuberculosis ot 
Lthe kidney does not give rise to symptoms apart ftom those of 
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trhe general conditiou of which it is but au iucideQt. lu the more 
localized lesion, the symptoms are vague. There may be pain 
in the loin, with tenderness ; exceptionally a tumor is discover- 
able on physical examination ; the urine may coutaiu pus and 
detritus, in which tubercle-bacilli can, i)erhai)8, be found ; some- 
times there is hematuria ; there may be hectic fever. Ulti- 
mately emaciation sets in, exhausting sweats take place and 
the vitality fails. Tuberculosis of the kidney is more frequent 
in the young than in the old, in males than in females. 

Malignant Disease of the Kidney. 

What are the clinical manifestations of malignant disease of 
the kidney ? 

Malignant disease of the kidney is sarcomatous or carcino- 
matous. Sarcoma may be congenital or it may api^ear during 
childhood. Carcinoma rarely develops before forty. The 
classical symptoms are tumor, pain and hematuria. 

The swelling occupies one of the loins, and is separated from 
the anterior abdominal wall by the large intestine. The pain is 
dull and heavy, with acute exacerbations. Hematuria is not 
constant. Its absence is of less significance than would be its 
presence. In addition, the appetite fails ; there may be nausea 
or vomiting, constipation or diarrhea ; emaciation sets in ; and 
cachexia develops. Edema of the lower extremities and ascites 
may result from pressure on the veins. 

Hydronephrosis. 

What is hydronephrosis! 

When there exists at any jxiri of the gt^nito-urinary tract an 
obstruction to the tlow of urine, su»h as may be occasioned by a 
calculus, a neoplasm, an enlarged pn»>laie gland, a kink or a 
twist in, or pressure from without u^Hni, a urv^ler, fluid accumu- 
lates behind the point of ol>siruotio!i, and causes dilatation*. 
The condition is desii:naloil livdnMui^hnvsis, It mav be uni- 
lateral or bilateral. If it Iv the unlhn^ or the oritii'^ of the 
bladder that is olx>lrueled, the bladder* urv^ters* and pelves of 
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the kidneys all become thickened and dilated. If but one ureter 
is obstructed the corresponding pelvis suffers. The dilatation 
of the pelvis gives rise to compression and atrophy of the renal 
parenchyma. Sometimes the fluid resembles pale urine of low 
specific gravity ; at other times it contains pus. In the latter 
case the condition is designated pyonephrosis. The symptoms 
are ill-defined. There may be dull pain, a sense of fulness, and 
a fluctuant tumor in one or the other loin, attended perhaps 
with the periodic discharge of large quantities of urine, as the 
obstruction is temporarily relieved, with a corresponding reces- 
sion of the symptoms. There may, in addition, be rigors, hectic 
fever, sweats and emaciation. Constipation due to pressure 
upon the bowel, is not uncommon in cases of hydronephrosis. 
The urine may be normal, except at such times as the periodic 
copious discharges take place, when pus or other matters may 
be found present. In cases of double hydronephrosis there is 
great liability to the sudden development of uremia. 

Hydatid Cyst of the Kidney. 

What are the symptoms occasioned by an hydatid cyst of the 

kidney? 

The kidneys are relatively a common seat of hydatid cysts. 
Such a cyst in connection with the kidney may give rise to a 
fluctuating tumor in the loin or in the lateral region of the 
abdomen, yielding the characteristic thrill on percussion, and 
occasioning symptoms dependent upon pressure ; or prior to 
surgical exploration, it may not give rise to definite symptoms 
and may elude physical exploration. Under any circumstances 
a diagnosis may not be possible, unless the contents of the cyst 
find their way into the genito-urinary tract and are evacuated ; 
when the detection of the booklets' in the urine leaves no room 
for doubt. The recognition of an additional cyst in another 
situation may facilitate the diagnosis. 

How are an hydatid cyst of the kidney and hydronephrosis 

to be differentiated ? 

An hydatid cyst of the kidney and hydronephrosis both 
occasion a fluctuating renal tumor, but the peculiar thrill on 
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percub^ion that characterizes many hydatid cysts is wanting in 
all ca^e^5 of water-logged kidney, llydruuephrosis is dependent 
ui)on some form of genito-urinar}' obstruction ; such a condition 
bears no relation to the development of an hydatid cyst. The 
periodic discharge of a large quantity' of fluid, with a temporary 
disapix^rancc of the tumor, is characteristic of hydronephrosis ; 
should a discharge of fluid take phice, in connection with an 
hydatid cyst, microscopic examination will reveal the character- 
istic booklets in the urine. 



tn 



NERVOXTS STSTEH. 

How is a study of diseases of the neirous system to be ap- 
proached ! 
By an investigation of motion, sensation, reflex action, nutri- 
tion, electric reaction and cerebral functions. 

How may motion be affected ? 

The power of muscular movement may be impaired or lost ; 
motility may be exaggerated ; or coordination may be impaired. 
Complete loss of muscular power is called paralysis; |mrtial 
loss, paresis. Motor over-action is seen in spasm and con- 
vulsion. Incoordination gives rise to ataxia. 

The power of voluntary motion is impaired or lost in destruc- 
tive disease at an}' part of the motor tract, from the cerebral 
cortex to the end-plates. Movement may be interfered with by 
disease of the muscle itself, or of an adjacent joint ; or abstained 
from on account of the pain that it causes in a joint or muscles. 

Loss of motor power confined to one side of the body is called 
hemiplegia; if bilateral, iUpleyia; limited to the lower extremities, 
jKiraplegia ; localized to a member, monopUtjia. 

Hemiplegia is usually dependent upon a. unilateral cerebral 
lesion ; it may possibly be caused by a unilateral lesion seated 
in the upper portion of the cord. 

Diplegia may Ik? a result of symmetrical bilateral cerebral 
lesions, or of a lesion in a situation where the motor tracts arc 
close together ; like hemiplegia, it may iH>ssibly be caused by a 
lesion in the upper jwrtion of the spinal cord. 
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Paraplegia is invariably a result of disease of the cord. 

Monoplegia is a result of a circumscribed lesion of the l^rain, 
usually in or near the motor cortex. Any form of paralysis 
may be simulated by hysteria. 

Spasm or convulsion is indicative of irritation at any part 
of the motor tract. It may occur in acute disease, cerebral 
(hemorrhage, embolism, thrombosis) or constitutional (tetanus, 
hydrophobia) ; in chronic irritative disease (cortical softening, 
tumor) ; or it may be a symptom of nutritional disease (epilepsy), 
or of functional disease* (hysteria) ; it may also occur in disease 
not strictly nervous (uremia). 

Ataxia is the result of derangement of the conducting fibers 
or the coordinating centers in the cord or cerebellum. Loss of 
tactile sensation also gives rise to ataxia. Defective equilibra- 
tion may result from disease of the internal auditory apparatus. 

What are the varieties of sensation ? 

Common or tactile sensibility, the pain-sense, the tempera- 
ture-sense, the muscular-sense ; special sensation : smell, vision, 
taste and hearing. 

Qow may sensation be affected? 

Sensation may be impaired, retarded, lost, perverted or 
heightened. Impairment of sensation is hypesthesia; loss of sen- 
sation is anesthesia; heightening of sensation, hyperestJiesia ; 
perversion of sensation, paresthesia. Alterations in sensation 
are dependent upon derangement in the course of the sensory 
path. As the lesion may be destructive or irritative, so may 
the symptoms be those of diminished sensation, of supersensi- 
bility, or of perverted sensation. One or the other variety of 
sensation may be affected without involvement of all. 

What are the varieties of reflexes? 

Superficial or cutaneous, and muscular or deep. 

What are the principal superficial reflexes 

The plantar, the gluteal, the cremasteric, the abdominal, 
the epigastric, the conjunctival, the reaction of the iris to light, 
and to cutaneous irritation. 
18 
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What are the principal varietieB of deep reflezei f 

Tlie knee-jerk, itukle-cluiiua and the elbow-jerk. 

How are the reflexea altered in diseaie ? 

Tiiey may bi; liSrtgguratiid, eufuebled or entirely li 
The Buperflcml I'utlexes arc esaggerated when the 
the inhibitory appnmtuB is removed, or when the Hctivily tit 
the reflex apparatus of the spinal cord is heighLoQctI ; the deep 
reflexes arc exaggemtcd under similar conditions, and likewise 
when degeneration has taken place in the ccrebro-^pinal niulor 
tract. Both Bupcrflcial and deep rcUcxcB are lost when the 
reflex arc is interrupted at any point in its course— sensory 
nerve, reflex center in the cord, and motor nerve. 
How ifl the mitritioa affected by disease of the nervous syHtem ? 
Tropliic changes often attend disease of the nervous system. 
Bedsores sonjetimes form. Muscles may waste. A paralyzed 
limb is edematous and iU tcmpernturc is subnormal ; in chil- 
dren the growth of paralyzed parts is votnrded. Decided altera- 
tions in joints may lake place. The skin sometinicB becomes 
glossy. Tr()pliic ehangea are most marked in degenerative dis- 
ease of the nerves and of the gray matter of the cowl, especially 
of the anterior lioma, The nutrition of a palsied memher slowly 
suflera. 

How are the electric reactions affected by disease? 

The normal response of mnaele .ind nerve to both the voltaic 
and faradie currents may be enfeebled or osaggerated— a i/uan- 
tUative change ; or the reBponsc of nerve to both faradism and 
vultaism, and of muscle to faradism may be enfeebled or lost, 
while the response of muscle to vollaisni jicrsiste iiud may be 
exaggerated and is altered in its polar relations— a qwilUaiive 
vlMnge, the recKtion nf degeixerolvfix. 

Normally, the i-eaponse of muscle to voltaic stimulation is 
moat ready upon application of the kathode and making (closure) 
of the current ; least ready upon application of the kathode and 
breaking (opening) of the current. Response upon anodnl clo- 
sure and anoilftl opening is less ready than that of kuthodal 
closure, more ready thaii that of knthodal o|icning. 

The sequence : (1) K.Cl.C. ; (2) f ^^i^/. (3) K.O.C. ; is 
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called the normal formula. A deviation from this sequence 
gives a formula expressive of the reaction of degeneration — a 
qualitative change. Quantitative changes take place in simple 
wasting dependent upon disuse or disease of the muscle or of an 
adjacent joint, or upon interruption in the motor path between 
the cerebral cortex and the ganglion-cells of the anterior horns 
of the spinal cord ; qualitative changes take place in degenera- 
tive muscular wasting dependent upon lesions of nerve or cord, 
between the motor end-plates and the ganglion-cells of the ante- 
rior horns inclusive. 

How are the cerebral fdnctions affected by disease of the 
nervous system ? 
Delirium, headache and vertigo may appear. Vision, hear- 
ing, taste or smell may be perverted, excessively acute, im- 
paired or lost ; memory may be enfeebled ; speech may be 
altered or lost ; articulation may be defective ; the emotions 
may be affected ; consciousness may be deranged ; the higlier 
mental powers may suflfer deterioration. 

Neuritis. 

How may neuritis be classified? 

Into perineuritis, interstitial neuritis and parenchymatous 
neuritis. Neuritis may be acute or chronic ; it may affect one 
nerve or many. 

What are the causes of neuritis ? 

Inflammation of a nerve may result from local injury or com- 
pression, from adjacent inflammation, from exposure to cold, 
or from the influence of irritating matters circulating in the blood. 
Injury, compression, adjacent inflammation and exposure to 
cold give rise to circumscribed neuritis ; irritants in the blood 
to multiple neuritis. 

What are the S3nnptoms of neuritis? 

When a nerve is inflamed, hyperesthesia, paresthesia and 
anesthesia, pain, tingling, numbness in the peripheral distribu- 
tion and tenderness in the course of the nerve-trunk in turn 
appear, with impairment or loss of motion. If the exciting con- 
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ililiona ha luaintaiaed, ncrrcs degenoratc and muscles waste 
and Uit) Hkiti bccomua glosej. Exposure to cold is a cause of 
iaflammatiun of llie facial nerve ; rheumatisiu, of inftammation 
of the sdaLic ; I end -poisoning, of iuflamiuution of branolies of 
lite radial, median and ulnar ; pressure, of inHammation of tlie 
musculo-epiral ; eypliilis and alcoLoUsm, of iuflamaiation of tbe 
puriphcral nerves of the extreniitiea. Obstinate neuralgias are 
home limes dependent upon neuritis. Acute ucurltis is attended 
ivilh lever and other constitutional phenomena. 

With what conditionB may nearitis be confused T 

With subacute rliounialisin, with ueuralgia and with disease 
of hone. The pain occurring in the course of diseases of the 
spiuiil cord may be mistaken for an evidence of neuritis. 

How 1b the diagnosis of nenritlB to be made ? 

The syiuptoms are limitecl to the distribution of one or more 
nerves and there is tenderness on pressure. When neuralgia is 
not deijcudent on neurilis, thei-e are certain tender points, the 
pain shoots and intermits, and loss of sensation does not result. 
Pain of spinal origin is not local in distribution or associated 
with tenderness. 



Multiple Neuritis. 






What are the causes of multiple neoritia? 

Multiple or lUsgemhuilecl iiitirilis, or polyiicuTitix, may be 
plication or a sequel of infectious diseases, such as syphilis, 
diphtheria and influenza; it may develop in the course of 
posterior spinal sclerosis or it may appear as a part of anes- 
thetic leprosy ; it may be due to lead -poisoning ; it may occur 
cndemically, as in the disease linown as kah-te or lifri-beri; 
the most common causes, however, are chronic alcoholism and 
exposure to wet and cold. 

What are the symptoms of multiple neuritis? 

If multiple neuritis set in suddenly, it may present rigor, 
elevation of Leniperature anil other febrile symptoms. 

It is attended with numbness, liugling, paiu, tenderness and 
loss of power in the diblributiou of the nerves aflecled, usually 
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those of the extremities. Paralysis, wasting and impairment 
of sensation soon follow. There may be wrist-drop, foot-drop, 
abolition of reflexes and ataxia. 

Trophic changes occur in the skin, nails and hair. Edema 
is not uncommon. The wasted muscles present reactions of 
degeneration. Secondary contractions may take place in the 
unopposed muscles. 

Fio. 43. 




Multiple neuritis, wrist-drop and foot drop. (Gowers ) 

Involvement of spinal nerves, such as the phrenic, the vagus 
or the third, gives rise to symptoms referable to the distribution 
of those nerves. 

How are spinal pachymeningitis and multiple neuritis to be 
differentiated? 

Spinal pachymeningitis is usually cervical ; the symptoms are 
thus especially referable to the upper extremities. There is also 
an absence of tenderness in the course of the nerves, while pain 
radiating from the spinal column is the rule. 

How does acute myelitis differ from multiple neuritis ? 

Myelitis usually involves a limited area of the spinal cord in 
the dorsal or lumbar region. The symptoms are thus mani- 
fested in the lower half of the body and constitute the type of 
paraplegia. The action of the sphincters is impaired. There 
is anesthesia, with a zone of hyperesthesia and but little pain. 
The paralyzed muscles waste rapicll}^ The reflexes are mof^tl}' 
exaggerated in the parts supplied by the nerves that arise below 
the affected area of the cord. 
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Sciatica. 

What are the canaes of sciatica? 

Sciatica is usually depeudent upon inflammation of the sciatic 
nerve. 

It is more common in males than in females and in middle 
life than at any other period. It may be primary, developing 
in gouty or rheumatic persons or after exposure to wet and 
cold, or following injury, or as the result of pressure from sitting 
on the edge of a chair ; or secondary in consequence of com- 
prcsftion by tumors in the course of the nerve, within or with- 
out the pelvis, or as a result of extension from adjacent disease, 
liH of the hip-joint. 

What are the symptoms of sciatica? 

Sciatica is attended with pain and tenderness in the course 
and diHtribution of the sciatic nerve, increased by movement. 
'rh(T(5 are certain tender points: 1, at the posterior inferior 
Hphie of the ilium ; 2, at the sciatic notch ; 3, at the middle of 
the tlilgh ; 4, on the posterior aspect of the knee ; 5, below the 
IhmuI of l\\v. libula ; (>, behind the external malleolus ; and 7, on 
ll»o dornmn of ll»e foot. There are also paresthesia, tingUng, 
foiMuicalion and numbness. 

In a^j^ravaliHl cases, the alfected muscles waste and present 
dtM'.oniM'alivo roaelions. There may also be fibrillary contrac- 
tions and muscular cramps. 

I*rin»arv s<'iali<*a is rarely bilateral. 

With what conditions may sciatica he confounded? 

\\ \{\\ soiatio ut^uraljjia, with disease of the hip-joint, and with 
\hHoaM^ ot' tho >pinal oonl or oauda equina. 

}low i« the ditfcr<»ntial diagnosis to be made? 

SM:n\o n*\nalj;ia ovvui's in dobilitatod and anemic persons, 
\\\\h \w\\\:\W\:\ oUowluro ; tho ^vun is intermittent, and in the 
d\«»tnbu\uM\ vatlh r than in tho tvnrso of the nerve ; it may be 
\\\^h\o>si b\ i^^*no\noul. but is not othorwiso airiira\*ated thereby; 
^h^'w ^v v|v,vn»:\uox^nv ^v^in vaihor than tondoniess, 

\V*or\vo of U\o h;p loint max civo rise to pain aboQt the hip» 



PARALYSIS OF THE FACIAL NERVE. 279 

joint and knee ; but there is no tenderness in the course of the 
nerve ; and investigation will disclose the obvious cause of the 
symptoms. 

The pain to which disease of the spinal cord or of. the cauda 
equina gives rise is bilateral in distribution ; it is not attended 
with tenderness in the course of the nerve ; but it is associated 
with additional symptoms indicative of its origin. 

How are primary and secondary sciatica to be differentiated? 

The pain and tenderness in the course of the nerve in primary 
sciatica are wanting when the sciatica is secondary ; the pain 
is then rather in the distribution of the nerve ; other symptoms, 
and careful examination per rectum, if need be, may lead to the 
detection of an adequate cause for the pain. 

Paralysis of the Facial Nerve. 

What are the causes of paralysis of the facial nerve? 

The facial nerve may be paralyzed by lesions above its nucleus 
(supra-nuclear), by lesions of the nucleus (nuclear), or by lesions 
in the course of the nerve (infra-nuclear). The first is repre- 
sented by the paralysis of hemiplegia. The nucleus and the 
root-fibers may be damaged as a result of hemorrhage, softening, 
degeneration, or inflammation, or by a new-growth. The nerve 
may suffer from compression by tumors, from traumatism, from 
neuritis (primary or secondary). The most common cause of 
facial imralysis is exposure to cold. 

What are the symptoms of paralysis of the facial nerve ? 

In facial paralysis of nuclear or infra-nuclear origin all of 
the muscles of one side of the face are paralyzed ; the face is 
rendered asymmetrical by the unantagonized action of the 
muscles of the opposite side ; the eye upon one side remains 
open and cannot be closed ; the lower lid is relaxed and epiphqra 
results ; the forehead on that side is smooth and cannot be 
wrinkled ; the angle of the mouth droops ; saliva dribbles from 
the corner of the mouth ; the normal furrows are obliterated ; 
the lips cannot be puckered, as in whistling, nor elevated, as in 
displaying the teeth ; associated and emotional movements are 



wanting on the pamlyKrU side. Numbness anil tingliug ioiii- 
cali! mvolveiueut of liliuijcnts of llie fifth nerve. 

The nlti^cti^d tuuBclofi wastu uitU reactious o( degenerntion 
develop. If complole recovery do not occur, secondary conlrac- 
tion in the paralyzed and wnsted niuseles takes place. 




PbcIiI paralrslB. Tlit Cifu 



If the seventh nerve is iiijiirwl between the genicalate gan- 
illion nnit llie origin of the ehordn tynipnni, the sense of 

lost in llie anterior jwrtion of the tongue. 



S^^ 



How are bcial palsy of aupra-nacUar origin and t 

nnelear or iofra-naclear origin to be diJIumtiatadt^ 
Facial pnlsy of supra-nucEcar origin is bul inrt of a hemi- 
plegia, of whioli other maitifeDtatinns will bu ^vjil^nt ; unlike 
what tnkes place in nnclear and infrH-nuolcar i]ts«»6e, lh«- otIh- 
eularis iwlpebmnim and tho occipilo-frontal muscks e£«7ip«. In 
nuclear and iniVs-nnc-lear palsy, inascular wasttni; takes place, 
with degenerative reaction, whi<.-li i» not Iho rase in inlsj oT 
supra-nuclear origin. In sapra-nnelear pualjsis. a.«4<ri»lr«J mad 
emotiooal movements of the fac« are sjDin>etri«UIj prrfonOMl - 
iu nuclear or iufra-nuclear palsy, tbej sk Dot. 
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Paralysis of the Phrenic Nerve. 

lat are the causes of paralysis of the phrenic nerve ? 
The function of tlie plireniu nerve may be iuLei'fereti with by 
lO of tlie spinal cord or of the vertebrie, by the pressure 
of a tumor or of an anuurism, as a result of a neuritiB or ofa 
deep wound of the neck. 
To what s^rmptoms does paralysis of the phrenic nerve gin 



When the phrenic nerve is paralyzed, the movements of the 
diaphi-agm arc unfeeblcd or abolished. If the nerve on one side 
is afTcoted, the loss of power is not marked ; but if both are par- 
alyzed, the diaphragm does not actively descend in inspiration ; 
instead of the prolusion of the upper portion of the abdominal 
wall, there is retraction; dyspnea is induced by exertion; 
cough becomes difficult. 

From what conditions is paralysis of the phrenic nerves to 
~ be differentiated T 

\ From superior intercostal breathing, from inflammation of the 

paphmgin and from degeneration of the diaphragm. In the 
ist condition, iuspiratory contraction of the diaphragm must 
e carefully looked for ; in the second, there has been an adja- 
mt inflammation, most probably of the pleura or peritoneum ; 
e third has only been recognized after death. 

\ If the paralysis of the phi-enio nerves is dependent upon dis- 
e of the cord, there arc present ether symptoms than inac- 

Brity of the diaphragm. 



ParalyslB of the Mnsculo-apiral Nerve. 

i are the canses of paralysis of the masculo-spiral nerve t 

The musculo-Bpiral nerve may be paralyzed as a result of 

tmumntiam, ns from a blow or when the humerus is fractured ; 

the nerve may be compressed by ctilhis, by contraction of the 

^%iceps muscle, or by the head ofa crutch in the axilla ; neuritis 

Ifty result from exposure to cold. The most common cause of 
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musculo-spiral paralysis is pressure by the head on the arm 
during sleep. 

How is paralysis of the muscnloiipiral nenre to be reoogniiedl 
The characteristic S3'mptoni of paralysis of the muscnlo-spiral 
nerve is loss of power iu the extensors of the elbow and 
wrist, in the long extensors of the fingera and thumb, and in the 
supinators. There is wrist-drop and the fingers and thumb 
cannot be extended. From the want of antagonism the power 
of flexion is also enfeebled. Subsequently, the palsied muscles 
may present reactions of degeneration. 

How does the neuritis of lead-poiBoiiing differ from the neu- 
ritis of the muscnloHBpiral nerve resulting from oompres- 
sion or traumatism? 
Both are attended by wrist-drop, which in lead-poisoning is 
bilateral, in compression-neuritis unilateral. In the former, the 
onset is slow and gradual and the action of the supinators is 
unimpaired ; in the latter, the onset is acute and supination 
cannot be performed. A blue line on the gums attends lead- 
poisoning ; careful chemic examination during the administra- 
tion of potassium iodide may detect lead in the urine ; while 
in musculo-spiral palsy a cause of a different kind is readily 
ascertainable. 

Neuromata. 

To what symptoms do neuromata give rise? 

Tumors in the eoui*se of nerves may In* composed of nervous 
struituiv or be heterolosrous. They may In? hereditar}*, con- 
i;e!iiial, t»r a resiiU of traumatism : they are not uncommonly 
seen oi\ ilie siim^ps of an\putaied memlH?rs. The s^'mptoms 
that sueh urowths oeiMsiiMi neeossarily do|H*nd iipoD their 
^iiuanoi\. Ai iir>t ihev sjive rise to irritation ami heightened 
timet ion. as evideneed l\> iv\:'a and >msm ; sul^sequently they 
eause aU^li'.ion of tV.ne;;on a'ad ^v\r:il\s;s, 

U(H>u what dv>^ the diju:n«yds c\f neuromata depend? 

r '. V ^ V. ; V..' x5 V : k\ •, •. ,^v. x^ :' ;v ; ; w .-: /. v.,; ; •• o .n1\s: : naey of symptoms 
i\* V I a M v- s v^ t ! \ vi ; ^ : v . Vv, : v^ ;\ ^^ ;' .^ i^ o o r :u o re u* r vess. 
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Neuralgia. 

What are the dinical features of neuralgii^ ? 

Pain in the course of a nerve, independent of nearitis, appears 
most commonly in adult life, in anemic and ill-nourished women 
of emotional temperament. In some instances, an hereditary 
predisposition can be traced. Among the causes of neuralgia 
are exposure to cold, rheumatism, gout, malaria, alcoholism, 
plumbism, traumatism and peripheral irritation. 

The pain occurs in paroxysms, in the intervals between which 
some sensitiveness persists. In the course of the nerve are cer- 
tain tender points — points douloureux of Valleix. Muscular 
spasm sometimes takes place in the distribution of the motor 
nerve corresponding to the sensory nerve involved. The par- 
oxysm is sometimes attended with vomiting. Vaso-motor de- 
rangement and trophic changes may manifest themselves in the 
course of the disease. Neuralgia may be localized to a single 
nerve ; it may progress in a radiating manner, or it may charge 
its seat from nerve to nerve. 

How are neuritis and neuralgia to be differentiated ? 

The pain of neuralgia is intermittent and paroxysmal ; that 
of neuritis is continuous ; in neuritis there is, in addition, ten- 
derness in the course of the nerve, with swelling. Neuritis is 
not limited to sensory nerves ; in consequence, muscular weak- 
ness and, later, wasting and alterations in the electrical reac- 
tions are manifest. 

What are the symptoms of trigeminal neuralgia? 

The symptoms of neuralgia of the fifth nerve, trigeminal or tri- 
facial neuralgia, or tic douloureux, depend upon its distribution. 
One or several branches of the nerve may be involved. 

Of the first division, the supra-orbital branch is most com- 
monly affected. Pain is felt on the forehead, on the eyelid, in 
the eye and on the side of the nose. There are supra-orbital, 
palpebral, nasal and ocular tender points. 

Of the second division of the fifth nerve, the infra-orbital 
branch is most commonly attacked by neuralgia. Pain is 
referred to the cheek and ala nasi, between the orbit and the 
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mouth. There are infra-orbital, nasal, malar and gingiyal 
tender points. 

The pain of neuralgia of the inferior maxillary nerve is referred 
to the pariet:\l eminence, the temple, the lower jaw, the ear and 
the tongue. There are inferior dental, temporal and parietal 
tender points. Sometimes the inferior dental and the auriculo- 
temporal branches are alone involved. 



What are the clinical features of migraine? 

Migraine, heniicrania or sick headache is a paroxysmal neurosis 
chariicterized by unilateral headache, associated with nausea, 
vomiting and derangement of vision and sensation. It is more 
common in females than in males and in the first half of life 
than at any other time. Frequently a neurotic heredity can be 
traced, some members of the same family presenting migraine, 
epilepsy, neuralgia, insanity or some other neurosis. 

The paroxysm often begins with some sensory disturbance, 
such as tingling or numbness ; or with a perversion of vision, 
such as the appearance of a luminous or brightly colored object ; 
or with an impairnient of vision usually presenting the char- 
acters of hemianopia or with auditory manifestations, such as 
tinnitus or a sudden explosive sound. When the headache 
readies a considerable degree of intensity nausea and vomiting 
occur. In extreme eases motor weakness and aphasia are 
present. The headache, at the beginning of the disease uni- 
lateral, may subsequently become bilateral. It is often periodic, 
and not rarely in some fixed relation with menstruation, which 
it may aeeompany, or printed e or follow at a certain intervaL 

It may soiuot linos bo traced to rotlox intluences, such as mav 
arise fn>m ir:\strio dlsinrbamv or evi^strain. These, however, 
aiv to W ivspu'tlod !noroly as oxoitants, acting upon a predis- 
lu^sod norvous system, and would not alone be effective. 

How arf migraine and ordinary headache to be difirentiated? 

Uoadav^ho ma> aviso I'lvm a muliiplioiiy of ix^nditiows — among 
olhoi*s fi>Mu uouraliiva, I'ixmu rhoumdiism, iK^m gastro-intestimtl 
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derangement, from toxemia, from eye-strain, from anemia, from 
hyperemia and from organic disease of the brain. It is un- 
associated with other subjective or with visual manifestations ; 
it is bilateral ; it is not paroxysmal ; it is di^pendent upon other 
influences than is migraine. 

Spinal Meningitis. 

What are the varieties of spinal meningitis ? 

Spinal meningitis may be octrfe or chronic ; it may involve the 
dura, arachnoid or pia, giving rise respectively to pac/iywenin- 
gitis, arachnitis or leptomeningitis; it may be simple, purulent, 
tubercuUms or hemorrhagic. 

What are the causes of spinal meningitis? 

Inflammation of the spinal meninges may result from an ex- 
tension of adjacent inflammation, from traumatism, from ex- 
posure to cold and wet ; it may develop in the course of infec- 
tious diseases, or as a manifestation of syphilis, of tuberculosis, 
of pyemia or of alcoholism. 

What are the symptoms of acute spinal meningitis? 

Meningitis may set in abruptly with a chill, followed by ele- 
vation of temperature, pain in the back and radiating in the course 
of the nerves, hyperesthesia, stifiness and spasmodic contrac- 
tion of various muscles, exaggerated reflexes, retention of urine 
and constipation. The pain is intensified in paroxysms. The 
muscular spasms are induced by efforts at movement. The 
finger drawn over the skin leaves a red streak. 

With the subsidence of the acute symptoms, the pain may 
yet remain, but the manifestations of irritation give way to 
those of paralysis : muscular weakness and wasting, anesthesia, 
abolition of reflexes and enfeeblement of the sphincters. The 
extent and distribution of the symptoms depend upon the seat 
of the meningeal inflammation. 

How are rheomatism of the muscles of the back and spinal 
meningitis to be differentiated ? 
Pain may accompany dorsalor lumbar rheumatism, but it is 
not radiating, nor is it attended with muscular rigidity, or fol- 
lowed by anesthesia, loss of power and wasting. 
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Cervical 

What are the symptoms of cemcal pachymeningitis? 

Intlaniinatiou of the dura luater in the cervical region is 
recognized by pain and stiffness in that region, with shoot- 
ing pains in the arms, and numbness, and impaired sensibility, 
and loss of power, and wasting. The over-extension of the 
hand, with flexion of the fingers, that results from the paralysis 
of the long llexors of the wrist and fingers, and of the inter- 
ossei gives rise to characteristic deformity. There may also be 
weakness of the lower extremities. 

How is cervical pachymeningitis to he distingnishftd from 
progressive muscular atrophy and snbacnte anterior 

poliomyelitis? 
All three may give rise to wasting and weakness in the 
upper extremities, and weakness in the lower; but in pachy- 
meningitis sensation is deranged, the wasting is irregular in 
distribution, and there have at s(»me time l>cen stiffness in the 
muscles of the neck, and pains in the back and radiating down 
the arms ; while spasm and sensory symptoms are wanting in 
progressive muscular atrophy and poliomyelitis. 

Hemorrhage into the Spinal Membranes. 

What are the varieties of hemorrhage into the spinal men- 
inges? 
Hemorrhage niay take place between the dura and the ver- 
tebne, l>eing then cjctriumnin'jiul : or within the dura, being then 
iniramfniu(j(aJ, Intra meningeal hemorrhage may take place 
between the dura and ihe arachnoid, l>cing then mUluraJ; or 
between the arachnoid and iho pia, IxMUg then ^xiUinwhuimL 

What are the causes of hemorrhage into the spinal neninget? 

Hemorrhaiio into ihe mombranos of iho ivrd is usually a result 
of traumatism, as I'lvm falls or Mo\xs, or of violent luuscular 
aciiviiy. as during oMnnl>i«Mis or iaK>r ; it !u,-iy ixvur in the 
course \>i acute iuuvtii«u> disease. s or as a n^uifosiAtioD of a 
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hemorrhagic diathesis ; or an aneurism that has eroded the 
vertehrse may rupture and empty its contents into the spinal 
canal. 

What are the symptoms to which hemorrhage into the spinal 
membranes give rise? 
Hemorrhage into the spinal meninges is marked by sudden, 
severe pain in the back, to which are soon added rigidity, mus- 
cular spasm, radiating pains, hyperesthesia, retention of urine 
and constipation ; should death not occur, these symptoms in 
turn give way to. muscular weakness, anesthesia and derange- 
ment of the sphincters. 

How are spinal meningitis and hemorrhage into the spinal 
meninges to be differentiated ? 

The onset of hemorrhage is sudden, that of meningitis gradual. 
Meningitis is from the outset attended with elevation of tem- 
perature ; in hemorrhage, the temperature rises only when men- 
insritis sets in. 



la of the Spinal Cord. 

What are the manifestations of anemia of the spinal cord? 

Anemia of the spinal cord may be part of a general anemia. 
There is no definite symptom by which it can be recognized. 
Whatever the symptoms to which it may give rise, they are 
comprised in those of the condition of which the spinal anemia 
is a part. There is aching in the legs and the patient fatigues 
readily. There may be wasting of the extremities and para- 
plegia. 

Hyperemia of the Spinal Cord. 

What are the symptoms of hyperemia of the spinal cord? 

The clinical recognition of hyperemia, other than as a condition 
antecedent to inflammation of the spinal cord, is as doubtful as 
is that of spinal anemia. A diagnosis of hyperemia is justifiable 
when symptoms apparently indicative of a beginning myelitis 
disappear in the course of a few days. 
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Myelitis. 

What are the varieties of myelitis? 

Myelitis may be acute, subacute or chronic; it may be tram- 
verse, focal, disseminaied, diffuse or centrcU; or it may involve 
only the anterior horns of the gray matter. 

What are the causes of myelitis? 

Myelitis is more common in males than in females. It may 
result from traumatism, from exposure to cold and yrei, from 
compression, by extension from adjacent disease and in the 
course of acute infectious diseases ; syphilis may be a cause of 
myelitis. 

What are the symptoms of acute myelitis? 

The symptoms of acute myelitis set in with variable abrupt- 
ness and with febrile manifestations. There may at first be 
pains of moderate severity in the back. Soon, there is loss of 
motion and sensation in the parts supplied by the nerves 
arising from the cord below the level of the inflammation, with 
a girdle-sensation and a zone of hyperesthesia corresponding 
to the distribution of the nerves given off" at the upper Umit of 
the inrtammation. Gmve trophic changes, as wasting and the 
formation of bed-sores, may take place, with the development 
of the reactions of degeneration. The reflexes within the dis- 
tribution of the nerves arising from the inflamed area are lost; 
those below are exaggerated. Control of the sphincters is 
lost. 

After the subsidence of the acute symptoms, some improve- 
ment slowly takes place, greater in respect to sensation than in 
rospect to motion. Cystitis and consecutive pyelonephritis may 
develop. Contractures may take place. The inflammation of 
the cord may extend. 

How are acute spinal meningitiB and acute myelitis to be 

distinguished from one another? 

The two arc likely to be associated ; the symptoms of the one 

or the other, however, predominating. Pain, hyperesthesia 

and muscular spasm, followed by anesthesia and palsy, char- 
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acterize acute meningitis. In myelitis, pain and hyperestliesia 
are slight, transient and circumscribed ; muscular spasm is want- 
ing ; and wasting, palsy, anesthesia and derangement of the 
sphincters appear early. 

How are acute myelitis and spinal hemorrliage to be differen- 
tiated ? 

The onset of hemorrhage is more abrupt than that of myelitis. 
Initial fever indicates myelitis rather than hemorrhage. Hem- 
orrhage into the spinal cord is soon followed by myelitis, and the 
differentiation then becomes impossible. 

Chronic Myelitis 

What are the causes of chronic myelitis? 

Chronic myelitis is more common in males than in females, 
and in early arid middle adult life than at any other period. The 
same causes that occasion acute m3'elitis may also give rise to 
chrmiic myelitis. Thus chronic myelitis may follow syphilis, 
repeated exposure to cold and wet, repeated over-exertion, com- 
pression of the cord, chronic alcoholism and lead-poisoning. 
Chronic myelitis may be a sequel of acute myelitis or of chronic 
meningitis. 

What are the symptoms of chronic myelitis? 

The symptoms of chronic myelitis vary in distribution with 
the localization of the disease. There is at first an undue readi- 
ness of muscular fatigue, soon progressing to weakness and fol- 
lowed by actual palsy. Sensation is deranged ; paresthesise are 
common ; girdle-pain may appear. The reflexes are exaggerated. 
A tendency to spasm develops. The muscles waste and present 
quantitatively altered electric reactions, which, in the later 
stages of the disease, suffer qualitative change. The sphincters 
usually participate in the loss of motor power. 

How does chronic differ from acute myelitis? 

The symptoms of chronic myelitis, unlike those of acute mye- 
litis, are slow and gradual in onset, progressive in course, irreg- 
ular in distribution and unattended with febrile reaction. 
19 




Wliat are the diatmctioni between chronic myelitis and p 

greasive muscular atrophy ? 
The sjniplonis of clironic mjelilia are irregular in distribu- 
tion ; the iiiiiaifi'sUliuns of progressive muscular atrophy ap- 
pear soiitewbat byuiDiclrically. Sensory syniptoms Ltfnstitute H 
(liHtiiiutive featuri: of L-hronic mjelitis, but arc inconsiderable or 
wanliug in progressive muscular atrophy. Esaggei-ation of ru- 
lluxee and spasm L-liaRicLcrizu tuyclitis mtlier iLau muscular 
iilrophy. Fibrillary muscular contractious and heightened 
mechanical irritJibility mark pn^ressive muH;uliir atrophy. 
In That respects does chrenic myelitis differ from lateral 

sclerosis? 
In Interal sclerosis, sensation is not deranged ; there is no 
girdle-ecu sat LOU ; and the action of the ephtuetera remains 
II n impaired. 
What is the distinction between chronic myelitis and spinal 

pachym enin gitis t 
Spiual pachymcuingitis is most commonly cervical nod the 
symptoms are limited to the upper extremities; myelitis ir- 
regularly involves all four extremities. Fain is a more constant 
mauifr^tation of pnchymeningitis than of myelitis. 



Acute Anterior Foliomyelitia. ^H 

What are the causes of acnte anterior politanyelitis T 

Acute iiiHammatiod of the anterior horns of the gray matter 
of the spinal cord is more common in males than in females, 
in late infancy than at any other pcrifid of lifi>, and iu summer 
than iu winter. It foiloivs sudden chilling of the healed body ; 
injuries to the spine; acute infectious diseases ; over-exertion. 
What are the symptoms of acute anterior poliom}relitis ! 

Acute anterior polvmiyelilin may set in abruptly, with convul- 
eions, dchrium, headache, dull, heavy pains in the back and in 
the extremities, and febrile symptom;'. Soon, extensive paliiy 
appears, followed, after a variable jteriod, by wastino of certain 
groups of moscleB, There may have been incontinence of urine 
and of feces. 
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In the course of several weeks the original extent of paralysis 
gradually diminishes, until ultimately the loss of power and the 
wasting are limited to certain parts that remain permanently 
deficient in nutrition, growth and function. 

Degenerative reactions of nerve and muscle develop and the 
reflexes are enfeebled or lost. 

What are the distinctions between myelitis and poliomyelitis? 

The permanent palsy is more* extensive in myelitis than in 
poliomyelitis. In the former the reflexes are exaggerated ; in 
the latter, enfeebled or lost. Sensory symptoms characterize 
myelitis ; not poliomyelitis. Bedsores are common in the 
former ; not in the latter. 

How are the paralysis of poliomyelitis and that of cerebral 
origin to be differentiated? 

The paralysis of poliomyelitis may be limited to one side ; but 
it is not characteristically hemiplegic. It is attended with 
wasting and the reaction of degeneration ; cerebral paralysis 
may be attended with wasting, but not with the reaction of de- 
generation. Athetoid movements appear in the course of palsy of 
cerebral origin ; not in the course of the palsy of poliomyelitis. 
The reflexes are exaggerated in cerebral disease ; enfeebled or 
lost in poliomyelitis. 

How are multiple nenritis and anterior poliomyelitis to be dif- 
ferentiated? 
Sensory symptoms — tingling, pain, tenderness, numbness and 
anesthesia — as- seen in neuritis, are wanting in poliomyelitis. 
Multiple neuritis is rather symmetrical, poliomyelitis irregular 
in distribution. The one is the more common in adults ; the 
other, in children. 

Acute Ascending Paralysis. 

What are the symptoms of acute ascending paralysis or 

Landry's paralysis? 

The nature of acute ascending paralysis is not yet known. 

The disease is thought to depend upon a toxic influence exerted 

upon the nervous system. It arises under conditions similar to 
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Ihoac thtit prcccile acute myelitis, 11 is characterized byd 
gresflivc motor iHira1>*eiB, beginning iu Hie lower extremities ai 
gradually cxteuiliug upwards. Tile power of movement is lost; 
respiration, deglutitiou, and articulaliou are interfered with. 
Numbnesa and tingling are sometimes present at the onset and 
followed by impnirtuent of sensation. TLe reflexes are en- 
feebled. Ti-opliic changes are wanting. The spliincters arc 
usually involved. The spleen la enlarged. Most eases terrat- 
nate f;ita11y. ^H 

How are acute myelitis and acnte ascending paralysis to'^| 
differentiated? ^M 

Febrile symptoms, anesthesia, trophiy changes and involve- 
ment of the ephiucters do not attend acute ascending paralysis 
(Landry's disease), Recoveiy from acute ascending paralysis 
ia less common than is I'ecovery from myelitis. 
How is acate ascending paralyslB to be distinguished from 
multiple neuritis 1 

Tlio view has been expressed that acute ascending paralysis 
is dependent upou multiple neuritis. Acute ascending ]>anily- 
sis, however, does not appear in all four extremitiesal once, and 
is said not to present the alterations of sensation, the muscular 
wasting and the L'k'Viition of temperature of multiple neuritis. 

Wbat is the distinctioo between acnte ascending paralysis and 
anterior poliomyelitis 1 
The onset of acute anterior poliomyelitis is, while that of ncule 
ascending paralysis is not, attended with febrile manifestations. 
In poliomyelitis, the paralyzed muscles waste ; in ascending 
paralysis, they do not. Poliomyelitis ia rarely fatal ; 
paralysis is usually fatal. 



ressiv^^ 



Amyotrophic Lateral Sclerosis — Progri 

HuBcular Atrophy— Glosso-Labio- Laryngeal 
Palsy. 

There are three afTections intimately related to one another : 
amijotropbk hiltrul xlerom, pmyixsthx tmixular <ilr-);jAji and 
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yloeso-labio-lttryugeal palsy. The pathologic lesioue are similar 
Id all : a, degenerative process in the gray matter and in the 
conducting paths. The symptoms of the three afiections differ 
aecorjing to the situation of the disease in the gray matter, 
and according to whether the change hegins first in the gray 
matter and then involves the white or Dice versa. 

If the white matter of the lateral columns is flrst involved, 
with partial or with subsequent invasion of the gray matter of 
anterior horns, amyotrophic lateral sclerosis results. If the 
ly matter of the cord be lii-st involved, the symptoms of pro- 
isive muscular atrophy appear ; while if the process extend 
)T originate in the gray matter of the medulla the symptoms 
those of bulbar palsy, suiieradded or occurring isolated. 

What are the causes of amyotropMc lateral scleroui, progres- 
sive mnscnlar atrophy and chronic bulbar palsy? 

In many cases, no cause can be determined ; iu others the 
'mptonia have been preceded by mental strain, by exposure to 

cold and wet, by concussion, by syphilis, by lead -poisoning, and 

by acute diseases ; in some there is an indirect neurotic heredity. 

All three affections are more common in males than in females, 

and. in middle life than at any other period. 

What are the symptoms of amyotrophic lateral sclerosis 'i 

Amyulropltic laltrtd sclerosis bogiiiB with symptoms of lateral 

sclerosis: weakness; a stiff, awkward, spastic gait; muscular 

(I ; exaggerated reQeses ; spinal epilepsy ; to which in 

may be superadded the symptoms of degenei-ation of the 

^anterior horns of the gray matter : muscular waiting, paralysis, 

loss of reHexes, reaction of degeneration. 

What are the symptoms of progressive muscular atrophy ! 

_ Pj-ojfressiMiiii«ci(tar«(ro^?i^ is usually insidious in onset ; some- 
a slow, sometimes rapid, but always progressive in course. 
jUuscular wasting, preceded by pain, is first observed in one por- 
"lon of the body, usually in an upper extremity, and followed 
y weakness ; both wasting and weakness in turn successively 
^vade all four extremities and the trunk as well ; respiration 
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maj' be oniliarraased. If the duration of the case belongenos 
si'inptonis oi' biiilmr pariilysia are Bupenidded, 




especially manireat in tlie tlienar and hypo- 
nnd in the iiiteraaseouB spaces ; as a reeutt, a 
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peculiar deformity— the claw-like hand — develops. The wasting 
muscles are the seat of spontaneous flbrillary contractions. Me- 
chanical muscular irritability is heightened. The deep reflexes 
are enfeebled in a degree proportional to the muscular wasting. 
The electric reactions are also dependent upon the nutrition of 
the muscles and nerves. At first, they present quantitative, 
subsequently qualitative changes. 

What are the symptoms of chronic or progressive bulbar 
paralysis— glosso-labio-laryngeal palsy? 
The symptoms of glosso-ldbw-laryngeal paralysis are analogous 
to those of progressive muscular atrophy, the degenerative pro- 
cess, however, involving the nuclei of the cerebral rather than 
those of the spinal nerves, especially the facial, glosso-pharyn- 
geal, pneumogastric, spinal accessory and hypoglossal. The 
disease is marked by difficulty in mastication, in deglutition, in 
respiration, in phonation and articulation, and by wasting of the 
muscles concerned in these functions. The affected muscles dis- 
play spontaneous fibrillary contractions. Speech becomes pro- 
gressively more difficult and indistinct and finally nasal. Swallow- 
ing is difficult and fluids regurgitate through the nose. Saliva 
dribbles from the mouth. Food may find its way into the larynx. 
Reflex action in the throat may be lost. Barely the ocular and 
the facial muscles participate in the palsy. 

How is progressive muscular atrophy to be distinguished from 
acute anterior poliomyelitis? 

Progressive muscular atrophy is especially a disease of adult 
life. It is usually gradual in onset and progressive in course, 
while acute anterior poliomyelitis is especially a disease of child- 
hood, and is acute in onset and retrogressive in course. Febrile 
symptoms attend acute poliomyelitis, but not progressive atro- 
phy. The fibrillary twitching of the latter is not present in the 
former. Terminal bulbar symptoms attend progressive muscu- 
lar atrophy, but not acute poliomyelitis. 
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Acute Bulbar Palay. 

What is acute bulbar palsy 1 

Symptoms ftlniost identical with tliose of progressive glosao- 
tabio-laryngeal paralysis niny set iu acultiy. They may subse- 
quently UDiIergo some improvement and then remain stAtiouaj'y, 
The condition is dependent upon au acute lesion— soften iug or 
hemorrhage or inflammation of llie medulla, involving the nutki 
of the glosso-pliaryngenl, pneumogastric, spinal accessory autl 
hypoglossal nerves or the fibers itassing to or fi'om them. 

How is acute to be diBtasgulshed from chronio bnlb&r palsy? 

The symptoms of chronic bulbar paisy are gradual in onset, 
projfreasive in course and symmetrical in distribution ; those 
of acute bulbar palsy are sudden iu onset, regressive or sta- 
tionary and are apt to display slight irregularities of distribu- 

Fseudo-Bulbar Falsy. 

What is pseudo-bnlbar paby ? 

A bilateral lesion, such a^ softening or hemorrhage, involving 
the lower portion of the ascending frontal convolution of bolb 
hcuiispheres, or the corresponding motor tracts in symmetrical 
situations, will give rise to the symptoms of bulbar palsy : para- 
lysis of the lips, tongue and throat. 

How is pseudo-bulbar palsy to be distingnished &om true bul- 
bar palsy? 
Pseudo-bnlbar palsy, in contradistinction to true bulbar 
palsy, is likely to be characterized by two distinct attacks, by 
slight asymmetiy of distribution of the symptoms, and by the 
absence of wasting. 



Pseudo-Hypertrophic Paralysie. 

What are the Bymptoms of psendo-hypertropbio paralysis? 

PMiHlo-hi/pertrOjjhv: paTah/xix is a congctiiUiI famllv'-allectioii, 
transmitted through females but otcurriug niore comnnmly in 
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males, uanally appearing in childhood, and characterized by 
weakness and enlari^ud muscles, the fiUere of which undei^o 
atrophy, while the interstitial tissue increases. The muscles of 
tbe calves and the infra-spinall usually participate in the en- 




largement in striking degree. Wasting of the iatissimua dorsi 
and of the lower portion of the peutorulis major is cliaracteristic. 
The gait has a peculiar oacillating character ; ascending 
BtaiTB is difficult, and the manner of rising from the floor is 
characteristic (Fig, 47) : the patient first gets on his hands and 
knees ; then extending the legs he stands upon his feet ; finally, 
by supporting his hands upon his thighs be manages to reacli 
I the erect posture. Ultimately the muscles become reduced in 
;e ; the electric reactions suffer quantitative changes, indica- 
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Fio. 47. 




^eado-hypertrDplLJc pamlTAlfl, Mode of t 

tive of diminiglied excitability ; tlie deep retlexes are eufeeble 
and loal. Talipes eqiiiuuB, spiiinl eiirvature mid luuscular cod 
tractiouB occui' nt a liite stage of tlie diseaee. 



Simple Idiopathic Muscular Atrophy. 

What is aimple idiopatMc miucnlar atrophy? 

There ia a coiiditiou, aDieJ to p9eudo-liy]iertropiiie paralysis, 
ill which the iiitiacles atrophy, but do not become enlarged by 
iiileratilial deposit. The affection occurs in families, is as coni- 
mon in feiualea as iti males, and usually appears in early adult 
life. 

What are the BymptomB of simple idiopathic miucnlar 
atrophy t 

Simple idinpalhie miiaciilar atrophy sets in frradually, with 
weakness and wasting in ihe face, arms or legs and extension 
to the rest of the body. The deep reflexes become enfeebled, 
deformities result and the electric reactions are quantitatively 
changed. Among other muscles, the lalissimus dorei, the 
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infraspiuati, the zygomatici and the orbicularis oris show a 
special proneness to undergo wasting and palsy. 

What are the distinctions between pseudo-hypertrophic 
muscular paraljrsis and simple idiopathic muscular 
atrophy ? 



PSEUDO-HTPERTROPHIC MUSCULAR 
PARALYSIS. 

More common in males. 

Some muscles CDlarged ; gastroc- 
nemii and infraspinati especi- 
ally prone to enlargement. 

Face not involved as a rule. 

Notable increase of interstitial tis- 
sue in muscles. 



SIMPLE IDIOPATHIC MUSCULAR 
PARALYSIS. 

Equally common in the two sexes. 
Muscles usually wasted, especially 
the orbicularis and the zygomatici. 

Involvement of face characteristic. 
Slight or no increase of interstitial 
tissue in muscles. 



Other cases, typical of one or of the other form of idiopathic 
muscular atrophy, will be found among the members of the 
family of either, respectively. 

What are the distinctions between progressive muscular 
atrophy and simple idiopathic muscular atrophy? 

Simple idiopathic muscular atrophy is a disease that occurs 
in families, appearing in childhood, the muscles of the face, 
especially the orbicularis oris and the zygomatici, being in- 
volved. 

Progressive muscular atrophy is a disease independent of 
family influences, appearing in adult life, the wasting often be- 
ginning in the hands, while the face remains uninvolved. 



Arthritic Muscular Atrophy. 

What is arthritic muscular atrophy 

It has been observed that in the course of inflammation of a 
joint, acute or chronic, spontaneous or traumatic, the related 
muscles, especially the extensors, undergo a varying degree of 
atrophy. With the disappearance of the arthritis, the affected 
muscles gradually return to their normal condition. If the 
joint-disorder continue for a long period, the deep reflexes in 
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the resion involved nre heightened and the niuecles present 
quautitatlve electrical changes; contracture of the opponent 
muscle)) may also occur. 



Thomsen's Disease — Myotonia Congenita, 

What are the symptoms of myotonia congenita— Thomsen's 
diseaae^ 
The disorder described by Thomsen is one that occurs na a 
congenital affection in families. It is characterized by tonic 
muscular spasm on voluntary movement following a penod of 
rest. If movement is persevered in, the spasm relaxes. The 
spasm is intensified by emotion or by the fear of its occurrence. 
, Muscular liypertrophy is the ultimate result. A peculiar elec- 
tric reaction, wyotonia declTiea, is tlevelopeU. 



Posterior Spinal Sclerosis— Locomotor Ataxia. 

What axG the caaBe§ of posterior spinal sclerosis I 

Pnateriirr fipinal si;kro.-iw, lorrmiator otiixi", or lahea dirrsalis is 
more common in males than in feninles-, and in middle adult life 
than at any oilier period. Its most common cause is syphilis ; 
other causes are exposure to cold and wet, concussion, over- 
exertion and sexual and alcoholic excesses ; the disease has 
been observed to follow acute infectious diseaseB ; it is some- 
times secondary to other forms of spinal disease ; in some cases 
an hereditary neurotic inQuence can be traced. It has heen 
attrihuted to metallic poisoning. The etiology is sometimes 
obscure. 
What are the symptoms of posterior spinal sclerosis? 

Posterior spinal scIeroHia is characterized by impairment of 
coordination, giving rise to difilculty in performing delicate 
movements, to unsteadiness of gait and of station, particularly 
when the guidance of vision is removed ; by shooting pains in 
the extremities ; by a girdle -sensation ; by other abnormalities 
of sensation, particularly ant'sthesin, and especially in the so1cf< 
of the feet ; by abolition of the deep reflexes ; by primaiy ex- 
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' sggeration and secondary loss of the Bupcrlicinl reflexes ; by 
primary increase of tlie sexual propensitj aud secondary impair- 
ment of the bexual power ; by derangement of the sphinctera, 
niantfeated by retention or incontinence ; by narrow pupils that 
act in accomuiodatioD, but do nol respond to the stimulus of 
light ; by paralysis of ocular muscles, giviog rise to strabismus 
and diplopia. ; by atrophy of the optic aud auditory nerves, occa- 
sioning loss of vision aod of hearLug ; by laryngeal, gastric, in- 
testinal and other visceral crises, manifested by paroxysms of 
intense dialreas ; by trophic changes in the joints, giving rise to 
enlai^ement and subluxation, reodcring the bones brittle and 
liable to spontaneous fracture ; by perforating ulcers of the 
foot ; and in the last stages by muscubir wttstiny. 

How is multiple neuritis to be distinguistied irom posterior 
spinal solerosisl 

If abolition of the reflexes, unsteady gait and station, loss of 
sensation and sharp pains attend neuritis, they may recede and 
ultimately disappear ; once present in the course of posterior 
spinal sclerosis they persist. Posterior sclerosiB is progressive 
in course, aud unyielding in treatment. With appropriate 
treatment neuritis is retrogressive. The girdle-sensation of 
Bclei'Osis is wanting in neuritis. In neuritis, the muscles 
imdergo degeneration and waste ; there is palsy ; the electric 
reactions are qualitatively changed. In sclerosis, muscular 
wastingand weakness result only after loQg-con tinned inactivity ; 
if the electric reactions undergo any change, it is quantitative. 
In neuritis there nre pains nnd poinls of special tenderness in 
the course and in the peripheral distribution of various nerves ; 
in posterior selcrosia the muscles are not tender. 

How are lumbar pachymeningitis and posterior spinal sclerosis 
to be differentiated 1 
Pachymeningitis in the lumbar region may be attended with 
I shooting pains in the thighs and with abolition of the knee- 
I Jerks, hut not with manifestations indicative of involvement of 
I cerebral nerves. In meningitis the muscles waste early ; in 
[ posterior sclerosis, not at all or only late. Impairment of co- 
I urdination characterizes posterior sclerosis. 




BENTIALB OF niAGNOSIS. 

What aie the distincticns between posterior spinal sclei 
and cerebellar tumor t 
A tuQior in or compressiog tlio middle lobe of tlte cerebellum 
may give rise to incoordination, to it slaggcring gait anU tu 
aboliticin of the kuce-jerkii ; it gives rise in addition lo o<.uipiUi] 
headache, to vertigo, vomitiTig, nystagmus, optic iieuiitia and 
to other evidences of compressiuD ; while light nmg-pams and 
alteration of sensation arc wanting. 



Frimaiy Lateral Sclerosis— Spastic Paraplegia. 

What are the causes of primary lateral sclerosis t 

Primary latei'al achrogis or spoafic pariiphrjia occura with equal 
flrcquciiiy m both sexes, and a little earlier in life than posterior 
scklofda 

In many caecs, do etiologle element can be discovered ; in 
others, there is a history of concussion, of exposure to cold and 
ntt, of sjphilis, of excesses or of neui-otic heredity. 

What are the symptoms of primary lateral sclerosis t ' 

Priniiiry lateriil si'lerosis, or .-pastic paraplegia, is character- 
ized by muscular weakness and spasiu ; tbe latter usually 
involves tbe extensors of the lower extremities occasioning a 
peculiar spastic gait and so-culled " olaBp-knife" rigidity; at- 
tacks of " spinal epilepsy" occur ; the reflexes are exaggerated ; 
ankle-clonus is preaent. There is usually muscular wasting, 
occasionally hypertrophy. The arms are affected less commonly 
and in less degree than the legs. There may be abnomial sen- 
sations, but no anesthesia. Tbe sphinclcrs may be involved. 

The electric reactions undergo quantitative changes. 

How is lateral sclerosis to be distingnislied from myelitis ? 

While lateral sclerosis presents the syuiptoraH of degeneration 
of the lateral columns, as seen in myelitis, it is always gradual 
in ouset and unattended with febrile mnni Testations, with girdle- 
pain, or with im|iairment of sensation. Typical paraplegia, 
with muscular wasting and dc^encmtifin and impairment of the 
sphincters is less characteristic of lateral sclerosis Ihan of 
myelitis. 
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How may lateral sclerosis simulate and be distinguished from 
cerebral hemipl^ia? 

The manifestations of primary lateral sclerosis may be uni- 
lateral ; but the face is not involved, as it usually is in hemi- 
plegia of cerebral origin ; and careful examination will detect 
exaggeration of the reflexes of the upper as well as of the lower 
extremity on the apparently uninvolved side, unlike what is 
found in cerebral hemiplegia. 



Fostero-lateral Sclerosis— Ataxic Paraplegia. 

What are the causes of ataxic paraplegia or postero-lateral 
sclerosis? 

Postero-lateral sclerosis, or ataxic paraplegia, is more common 
in males than in females and in middle adult life than at any 
other period. Its etiology is often obscure. In some cases a 
neurotic heredity can be traced ; in others there has been ex- 
posure to cold and wet ; in still others concussion seems to have 
been the cause ; a history of syphilis is uncommon. 

What are the symptoms of postero-lateral sclerosis, or ataxic 
paraplegia ? 

The symptoms of ataxic paraplegia are dependent upon 
sclerosis of the posterior and lateral columns of the spinal cord. 
The disease is gradual in onset and marked by muscular weak- 
ness, spasm and incoordination. There may be pain in the 
sacral region, but lightning-pains are absent. Articulation may 
be defective. Tremor of the muscles of the face may occur. The 
deep reflexes are exaggerated. The iris usually reacts to light. 
Atrophy of the optic nerve is rare. Sexual power may be lost. 
The sphincters become enfeebled. Ultimately, contractures 
develop. 

How is posterior spinal sclerosis to be distinguished from 
postero-lateral sclerosis ? 



POSTERIOB SCLEROSIS. 

Sypbilifl a common cause. 
Weakness a late symptom . 
Knee-jerk lost early. 



POSTERO-LATERAL SCLEROSIS. 

Syphilis a rare cause. 
Weakness an early symptom. 
Knee-jerk exaggerated. 
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Su unklo-clonuB. 
Never musculur epaem. 
Argjll-ttoberteou pupil. 
Ltghlning-palDE. 
Sensory Impairment . 
OlrdlB-nenHatiou. 
Optlc-nerre atrophy eomn 
Visceral eiises. 



Cliaruclerlstlc muscular i 
Pupil respoudB to light. 
Dull eaeral pains. 
SensBtioD unimpaired. 
No girdle-te neat Ion. 
Optic-nerve atropliy rare. 
No crises. 



How IB p aster 0-lateral sclerosis to be distmgnisbed firom 
primary lateral sclerosis 7 
Ataxic paraplegia is to be liisLinguislied from spastic para- 
plegia by the presence of symptoiuB of muscular iiicooitliDation, 
(iepuQiJeut upoD involvenieDt of the posterior columns of llie 

Vhat are the distinctions between a tumor of the cerebeUani 
and postero-lateral sclerosis ? 
A grijwth involving the iiildille lobe of tlie cercLtllum may 
give I'i^c to wcakoesa, ataxia, Bpa.sm, and hti^ljluncit reflc\e:» ; 
there arc, besides, occipital headache, optic Dciiritie, vertigo, 
voiuitiug aiid nystagmus ; other eviileuces of pressure may be 
present. 



-rriedreich's Ataxia—Hereditary Ataxic 
Paraplegia. 



What are the symptoms of Friedreich'B ataxia! 

The symptoniB of Friedreich's nUtxiti are depeodenl upon 
sclerosis of the lateral and posterior columns of the spinal cord. 
The disease occurs iu families and appears early in life ; it 
atlAcks both sexes alike. It is attended with an ataxic gait, 
impairment of cojlrdination and equilibration, muscular weak- 
ness, abolition of knee-jerks, nystagmus and defective speech ; 
sensation is usually unimimired. 

What are the distinctioiii between Friedreich's ataxia and 
ataxic paraplegia) 
The early period of life at which the symptoms appear, its 
D families, the absence of knee-jerks and of anklo- 
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clonus and the presence of nystagmus distinguish Friedreich's 
disease from ataxic paraplegia. 

Cerebro-Spinal Sclerosis— Insular Sclerosis. 

What are the causes of cerebro-spinal sclerosis? 

The more commonly-recognized causes of disseminated, mul- 
tiple, insular, or cerebi'o-spinal sclerosis are exposure to cold and 
wet, traumatism, nervous shock and acute febrile diseases. Oc- 
casionally a neuropathic heredity can be traced. 

What are the symptoms of cerebro-spinal sclerosis ? 

The symptoms of disseminated, multiple; insular, or cerebro- 
spinal sclerosis vary with the distribution of the isle.ts of sclerosis. 
As a rule, there is a peculiar jerky incoordination or tremor, most 
marked in the upper extremities, and sometimes involving the 
head and the tongue, aggravated by eftort, emotion or observa- 
tion ; there is commonly nystagmus, usually lateral, sometimes 
vertical, sometimes rotatory ; speech is often slow, scanning, 
syllabic, parts of words being dropped ; the reflexes are usually 
exaggerated. In addition there are certain mental changes, 
often manifested by a sense of complacency, contentment and 
self-satisfaction, quite at variance with the patient's condition. 
Evidences of muscular weakness are not rarely present. There 
may also be headache, vertigo and optic neuritis. 

How is cerebroHspinal sclerosis to be distinguished from postero- 
lateral sclerosis? 
There may sometimes be considerable difficulty in differentia- 
ting cerebro-spinal sclerosis and postero-lateral sclerosis (ataxic 
paraplegia) and Friederich's (hereditary) ataxia. In postero- 
lateral sclerosis, the defect of coi3rdination involves the lower 
extremities primarily ; in multiple sclerosis, there is coarse 
tremor rather than true incoordination, and the upper extremi- 
ties are especially involved. Nystagmus occurs in Friedreich's 
ataxia and in multiple sclerosis, but not in ataxic paraplegia. 
The knee-jerks are exaggerated in multiple sclerosis and in ataxic 
paraplegia, but are wanting in Friedreich's ataxia. Friedreich's 
ataxia is a family -disease and appears early in life. Multiple 
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sclerosis and ataxic paraplegia appear in middle life. Cerel 
aytuplouis auil aiental jihenoiunna belong to multiple sclerosis 
rather Iban to postero-lateral sclerosis. Speech is slow and 
scanning in cerebro-Bjiiual sclerosis ; in Friedreich's ataxia 
there are merely ciisiou and occasional separation of syllables,.. 



FaralyeiB Agitaus— Shaking Falsy. 



What conditioDB &Tor Uie development of paralysis agitans? 

Paralynis Uffilans or s/wiiiriy iki(sij begins most eommonly at 
about fifty jeara ol' uge. It is more eoninion in mules than in 
females. In some oases, an hereditary influeuee can i>e traced 
in an etiologic connection. In otliors, the onset of the disease 
has been preceded by decided emotional diEturbance, by phys- 
ical injm'y or by acute disease. 

What are the symptoms of paralyBis agitani ? 

Faralysis ugilaiis, «liiikiiig palsii or I'arkhitcm^g disfose 
aclerized by tremor, wciiknebs and rigidity. Tremor is usual 
first observed ; weakness and rigidity subsequently. Tlie 
festatious first appear in one extremity, and gradually extend 
to the otbere. The tremor is fine and rhythmical ; in its in- 
cipiency it may be absent during rest and induced by movement : 
in its charaetcristic form, it is eoustant during the waking hours. 
As a rule, the head does not participate in the tremor ; C3fce|i- 
tionally it does. The expression of the face is fixed and immo- 
bile. The shoulders are bent forward, giving rise to the phe- 
nomena of jiropulsion— a tendency to run forward. Occasionally 
there is retropulsion, or there may be a tendency to lateral 
movement. The hands assume a peculiar, semi-flexed attitude, 
the fingers performing movements as if rolling a small object 
between their tips ; or the fingers are held as if grasping a pen. 
The voice is monotonous ; words are uttered rapidly, with a 
tendency to confiuence of syllables. The reflexes ai-e usually 
unaltered ; exceptionally the knee-jerks are exaggerated and an 
ankle-clonus can be elicited. A sensation of abnormal beat,, 
sometimes with perspiration, is often present. 
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What are the differential features between paralysis agitans 
and cerebro-Bpinal Bclerosis f 

The diagnosis between tiiese two conditions, ordinarily simple, 
may under some drcumstanocs be extremely difliL'ult. The 
tremor of cerebrospinal sclerosis is coarse and irregular, and is 
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induced and aggravated by voluntary effort, by emotion and by 
observation ; that of paralysis agiluns is line and reguUr, and 
is constant, at least during the waking hours. In ccrcbro-spinal 
sclerosis, the head participates in tlie movements ; in paralysis 
agitans, oa the contrary, the face is Hxed, iiumobite, expression- 
less. Paralysis agitans does not present the slow, scanning 
speech and nystagmus of multiple sclerosis ; while the latter does 
not present the tendency to forward or backward or even lateral 
movement of the former. The characteristic attitude of the 
hand, as if holding a pen in writing, or as if rolling pills between 
the Bngers, seen in paralysis agitans, is not seen in multiple scle- 
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Spinal Hemorrhage. 

What are the causes of heiiioTrba|:e into the spinal oord? 

S}iinal liemorrkngi: is more common in malts tlian in femalea, 
and iu adult life than at any other period. It may he pt-imary, 
dependent upon disease of tlie bloodvessels, or as a result of 
exposure to cold, or of over-exertion, or of eexualexce^ ; second- 
ary, in the course of inflammation, tumors aod cavities in the 
cord ; afxessory, occurring towards the close of tonvulaive dis- 
orders ; and iruiiwMilic following blows, falls and other iojuries. 

What are the symptoniB of hemorrhage into the spinel oord ? 

The occurreiiceof hemorrhage into the spinal cord isiodiutited 
by sudden, severe pain in the back, with loss of motion and 
seoBation. CouKeiousuess may be lost, hut is likely to be pre- 
served, A girdle-sensation exists at the level of the lesion, and 
loss of motioti and sensation below, on alternate sides, or on 
both sides of the body, according to tlie seat of the lesion. The 
sphincters are likely to be deranged and trophic changes lo 
occur. Bespiration will be interfered with if the lesion is in llie 
cervical or dorsal region of the coi'd, 

.Some degree of myelitis and meningitis are usually devcloi>ed 
in the progress of the case, giving rise to fever and irntative 
symptoms. Subsequently, the symptoms become paralytic in 
type. Some degree of paraplegia remains permanently. The 
pariilyzed musclus waste. Tlie deep rtfleses are exaggcnited. 
What are the distinctions between spinal hemorrhage and 
spinal meningitis ? 

The abruptness of onset is more decided in heniorrliage than 
in meningitis. Febrile manifestations attend meningitis from 
the beginning ; they only appear in hemorrhage when myelitis 
is established. Motor and sensory impairment is more decided 
in hemorrhage than in meningitis; in the latter, there is a 
preliminary stage of spasm and pain. 

How are hemorrhage into the oord and hemorrhage into the 
meninges to be distingnished from one another ? 

Both the local and the mtlialing pains arc less severe in 
spinal than in meningeal humorrhagc, while the suiisequent 
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anesthesia is more decided in the former than in the latter. 
In the case of spinal hemorrhage the paralytic symptoms are 
more decided from the outset ; while in meningeal hemorrhage 
these are preceded by muscular spasm. Trophic changes char- 
acterize spinal hemorrhage, and are wanting in meningeal 
hemorrhage. 

Spinal Compression. 

What are the causes of compression of the spinal cord? 

The cord may be compressed by tumors of the spinal canal ; 
by dislocation of the vertebrae, independently, or as a result of 
caries, or of fracture ; by an exostosis ; by an aneurism that has 
eroded the bones ; or by an hydatid cyst. 

How can the causes of spinal compression be differentiated? 

The recognition of a tumor in the spinal canal depends upon 
its detection from without, or the detection of new-growths in 
other parts of the body. 

Simple dislocation and fracture of the vertebrae follow trau- 
matism ; the symptoms to which dislocation gives rise set in 
suddenly and are profound in degree ; a deformity of the spinal 
column may be detectable. 

The diagnosis of caries depends upon the knowledge of a 
history of syphilis or of tuberculosis and the detection of a 
painful deformity in the back. 

An hydatid cyst of the spinal canal may be diagnosticated by 
the detection externally of a fluctuating tumor, upon puncture 
of which the characteristic booklets may be found. 

It may be impossible to diagnosticate the cause of compres- 
sion of the cord dependent upon an exostosis or upon an aneu- 
rism. 

To what symptoms does compression of the spinal cord give 
rise? 

The rapidity with which the symptoms of compression appear 
depends somewhat upon the cause. Dislocation is apt to occa* 
sion manifestations of immediate gravity. In other cases, the 
symptoms are gradual in appearance and progressive in course. 
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Compressiou gives rise to two jjraupa of phenomena, referable 
to the nerve-roots and to tlie cord, respectively. There is local 
pnin in the bai-k, nggmvated by movement, as well as pains of 
a radiating character, with girdle-sensatioa ; ultimately anes- 
thesia develops. There is loss of motiun in the parts supplied 
hy the nerves from the cord below the seat of compression ; 
with exaggerated reflexes and involvement of the sphincters. 
The palsied muscles slowly waste and degenerative reactions 
skI in. Coutraclures may duvelop. 

How is compression-myelitiB t^ be diatingaished from henu 
rhage into the spinal cord ? 

When a vertebra softened by destructive disease suddenly 
gives way, tbe resulting displacement may be followed by com- 
pression of the cord, occasioning symptoms with which those 
produced by hemorrhage into the cord may be identical. The 
symptoms of compreseion, however, are usually more extensive 
and more absolute than those of hemorrhage ; the existence of 
a deformity of the spine makes the diagnosis certain. 
What are the distinctions between compression of the cord and 
chronic myelitis ? 

Symptoms of irritation referable to the ncrve-rnola are want- 
ing in myelitis. The recognition of a cause of compression 
determines the diagnosis. 
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Tamor of the Spinal Cord. 



What are the symptoms of tumor of the spinal cord 1 
Tuniors of tiie spinal canal may lie situated without 
tlie dum mater, or within the struuturo of the ci)nl itself. They 
are most diverse in character. The symptoms will depend upon 
the situation of the tumor anil upon the degree of mechanical 
interference with the funciions of the cord that it occasions. 
Pressure on the nerve-roots gives rise to pain, to abnormal sen- 
sations, to gii'dle-pain and to muscular spasm and rigidity. 
Pressure on the cord or myelitis occasions iinesthesia, piirnlysia 
and esaggeritted reflexes below tlie level of the lesion and 
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abolition of the reflexes within the area innervated from the 
seat of the growth. Involvement of the anterior horns of the 
gray matter is attended with wasting and other trophic dis- 
orders ; involvement of the lumbar enlargement causes abolition 
of the knee-jerk, loss of control of the sphincters and wasting 
and palsy in the lower extremities ; involvement of the cervical 
enlargement occasions wasting and palsy in the upper ex- 
tremities. The unilateral appearance of symptoms of spinal 
disease, or evidence of sensory derangement on one side and 
motor derangement on the other, is strongly suggestive of 
tumor of the spinal canal. With the growth of the tumor the 
symptoms become bilateral. 

From what conditions is spinal tiunor to be distingnished? 

The diagnosis of spinal tumor includes the determination of 
the nature of the tumor and its distinction from other condi- 
tions presenting similar symptoms. 

In the first connection, a history of syphilis, of tuberculosis, 
pr of tumors situated elsewhere is to be considered. 

The differentiation from caries of the vertebrae depends upon 
the recognition of disease of the bone, upon the deformity that 
results and upon the greater degree of pain on movement that 
attends caries. 

From hypertrophic pachymeningitis spinal tumor diflers in 
course ; being progressive, while symptoms of irritation precede 
those of paralysis and wasting. The symptoms of pachy- 
meningitis are more circumscribed in distribution than are 
those of tumor. 

The symptoms of tumor differ from those of myelitis, in be- 
ing irritative in character— attended by pain and spasm, rather 
than paralytic. If tumor give rise to myelitis, the recognition 
of the condition depends upon a knowledge of the previous 
symptoms. 

The persistence of obstinate neuralgia, especially if bilateral, 
should excite suspicion of spinal tumor. 
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Syringomyelia. 

What are the symptoms of syringomyelia! 

Cavities in the spinal cord may be a result of defective appo- 
sition of. the lateral halves of the cord in the course of devel- 
opment ; of occlusion of the central canal, with accumulative 
distention by cerebro-spinal fluid ; of the disintegration of 
gliomata ; or they may appear subsequently to myelitis. The 
course of the disease is slow and chronic, sometimes covering 
many years. The symptoms vary somewhat with the situation 
of the cavity. They are usually most conspicuous in the upper 
extremities. There are muscular wasting and weakness, pre- 
ceded by alterations of sensation. Common sensibility is usually 
preserved, while the perception of pain and of heat and cold is 
enfeebled or lost. In some cases, severe pains occur. A spastic 
condition may be present in the lower extremities. The sphinc- 
ters are often involved. Trophic changes are common. There 
may be cutaneous eruptions, as eczema or herpes. The skin 
may be thin and glossy or thick and homy. Yaso-motor dis- 
turbance may be manifested by coldness and lividity. 

From what conditioiis is syringomyelia to be differentiated ! 

Myelitis, hypertrophic pachymeningitis and progressive mus- 
cular atrophy occasion certain symptoms in common with 
syringomyelia. 

Myelitis is recognized by the much more profound palsy and 
loss of sensory power, without involvement of the pain-sense 
and the temperature-sense ; hy|)ertrophic pachymeningitis by 
the attendant pain and the less extensive anesthesia ; and 
chronic muscular atrophy by the absence of conspicuous sensory 
symptoms. 

Morvan's Disease — Analgesic Panaris. 

What are the symptoms of Morvans disease? 

Under the name of Morvan''s tJi^njjif has Ihxmi described a 
svndronie of symptoms, including the developmoia of a {lain- 
less intlammnlion at the extremities of the tiuizers, followetl hv 
necrotic seque>t ration of the phalanges. At the beginning of 
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the disease, the affected parts may be the seat of pain. Subse- 
quently, analgesia develops together with the destructive process 
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Appearance of the hand in Morvan's Disease. (After Charcot.) 

in the fingers. In most cases abnormal curvature of the spinal 
column has been observed. After death, hyperplasia of the 
connective tissue of the peripheral nerves and in the* posterior 
horns, posterior columns, and the gray matter of the cervical 
segment of the spinal cord has been found. 

What is the distinction between Morvan*s disease and sclero- 
derma? 

Scleroderma is a morbid condition in which, as a result of 
inflammatory changes in the subcutaneous arteries of a varying 



distribution, liyjierplnsia of ttie t-onnettive tissue takes place, 
with IiarduesB, ewGlling aud fulness, wlikb in lum is succeeded 
liy contracLiou and atropliy. The coudition may be circuiii- 
suribed or diffuse. IL is aometimes attended with pigmentation 
and sometimes with deaquamalion. Tbe etiology of Ihe aOec- 
tion is obscure. 

A eondition in which -the extremities of the Sugers close to 
nails undergo discoloration, followed by the formation of bulte, 
witli perbiips loss of the naile and shortening of tlie Sngers, has 
been described as a variety of scleroderma or sclerodudi/lia. 
When Dose and ears and face, as well as liands and feet, become 
reduced in size, the name ukTonukria has been employed. 
In scleroderma there may he anesthesia, hut there is not 
analgesia. Trophie changes may take place in the affected 
parts, but they are not of a necrotic character. The nails may 
lie lost, but there is no exfoliation of bone. 

How are Sorran's disease and anesthetic leprosy to be differ- 
entiated? 

In anesthetic leprosy, a destructive process may be set up in 
the extremities attended sometimes with the loss of fingers or 
toes, but the con It s s ally to be recognized by tbe asso- 
ciation of otlii. deb te sj i.toms of leprosy, such as patcbes 
of ancstlic^ia a 1 le) o t n dules in various parts of the body. 
From what other conditions is Uorvan's disease to he differenti- 
ated? 

SyringoKii/elvi may piesent trophic changes and analgesia ; 
but there is usually also lose of temperature-sense ; wliile necro- 
sis of bone is itai t ng and common Benaibility is preserved. 

ifai/naud's disease IS attended with cyanosis of the extremities, 
sometimes terminating in gangrene; but sensihiltly remains 
unimpaired ; and there are other characteristic symptoins, 

Si/iihUis may occasion a destructive dactylitis. Tbe diagno- 
sis will depend upon the absence of sensory symptoms and upon 
a knowledge or a history of infection or of other manifeslalions. 

Necrosis of bone may attend dinhetes, but sensory symptoms 
are wanting, distinctive symptoms are present and examination 
o( the urine will make clear tbe clinical association. 
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Cerebral Meningitis. 

What are the varieties of inflammation of the membranes 
of the brain? 

Inflammation of the dura, pia or arachnoid is known as 
pachymeningitis, leptomeningitis or arachnitis, respectively ; most 
commonly the pia and arachnoid are involved together— pia- 
arachnitis or leptomeningitis. Inflammation of the dura mater 
may be attended with the extravasation of a membranous 
hemorrhagic exudsiic— hemorrhagic pachymeningitis. Meningitis 
may especially involve the convexity or the base ; it may be aciUe 
or chronic, primary or secondary ; it may be simple, purulent, tuber- 
culous, syphilitic. 

What are the canses of cerebral meningitis ? 

Inflammation of the pia and arachnoid may be a result of 
traumatism or of contiguous inflammation ; it may develop in 
the couree of infectious disease or of pyemia ; it may depend 
upon a deposit of tubercles in the membranes. 

What are the symptoms of cerebral meningitis ? 

The symptoms of meningitis vary somewhat, as the base or the 
convexity of the brain is involved. Tuberculous meningitis is 
usually basilar. Meningitis dependent upon causes other than 
tubercles, usually, though not exclusively, affects the convexity. 
Certain symptoms are common to meningitis in any situation. 
In addition to those of the associated condition, there are, 
together with febrile manifestations, headache, delirium, vomit- 
ing, convulsions, retraction of the head, derangement of the 
sphincters, palsies, vaso-motor and trophic disturbances, in- 
equality of the pupils and irregularity of the pulse and respira- 
tion. When the base is involved, there are optic neuritis 
followed by atrophy, irritation followed by paralysis of cranial 
ner>'e& and more decided alteration of pulse and respiration, 
trophic and vaso-motor disturbances and retraction of the head. 
When the Inflammation is tuberculous, tubercles may, on oph- 
thalmoscopic examination, be detected in the choroid. 
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What are the Bymptoms of cerebral pachymeningitU ? 

luHaiumatiou of the dura mater may be a result of traumS^ 
tiem or of adjacent disease. In addilion to the symptoms of 
the primary condition, there may be headache, delirium, 
vuIsioDS, febrile maul festal ions. A collectiou of pus may occar 

What are the symptoms of hemorrhagic pachymeningitis T 

Ilenwrrhuyic ptwiiymeniiiyilis ia more conmioo in males than Ii 
females, and late in life than al any other period. It is usually 
preceded hy a history of alcoholism, of insolation, of trauma- 
tism, or of insanity ; it may 11I30 develop in the course of blood- 
diseases. It is attended with headache, contracted pupils, iu- 
lellectuai torpor, apoplecLiform convulsions, unnatural drowsi- 
ness and mental wandering. The condition is rather obscure, 
and the symptoms not well deflncd. It is olten uuespectedty 
found post mortem. 

How IB simple cerebral metiingitis to be diBtingnished &om 
tnberonloiui meuingitiB 1 

Ordinary cerebral meningitis sets in rather acutely ; tubercu- 
lous meningitis usually more insidiously. The ordinary form of 
inflammation is associated with well-known causes : traumatism, 
adjacent inflauunatloD, infectious diseases and pyemia ; tuber- 
culous meningitis is usually secondary to tuberculous processes 
at other parts of the body. The symptoms of the former espe- 
cially indicate involvement of the convexity and freedom of 
the base, while in the latter the conditions are reversed, and 
choked disc and paralysis of cranial muscles are more common. 
Tubercles are never found in the choroid in ordinary meningitis. 
Simple meningitis is not uneommouly attended with recovery ; 
tuberculous meningitis but rarely. 

How Bje the cerebral symptoms of acute general disease to be 
distinguished ^om the symptoms of cerebral meningitis t 

Cerebral symptoms niny appear at any time in the course of 
acute general diseases, siicli as scnrlatina, smallpox, yellow 
fever, typhoid fever, rheumatism, pneuiuonia and acute miliary 
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tuberculosis. Investigation should be directed to the deter- 
mination of the association, so that the primary condition may 
not be obscured. Sufficient cause for the symptoms may be 
found in the high temperature, in the state of inanition, or in 
the poisoned condition of the blood. When the delirium of 
febrile affections appears, the headache that has been present 
disappears. Headache and delirium continue together in menin- 
gitis. The manifestations of irritation and paralysis of cranial 
nerves, including optic neuritis and atrophy, seen in meningitis, 
are wanting in simple febrile disorders. 

How is cerebral meningitis to be distinguished from cerebro- 
spinal fever? 
The differences are of degree, extent and etiology. When 
the membranes of the brain are inflamed, the spinal mem- 
branes are usually in some degree also involved. Cerebro-spiual 
fever is considered a constitutional affection, cerebral meningitis 
a local affection. In the former, however, the spinal involve- 
ment stands boldly out, as evidenced by the tendency to opis- 
thotonos, the symptoms on the part of the trunk, the sphinc- 
ters, and the lower extremities ; while the latter is especially 
marked by the involvement of cerebral structures. Cutaneous 
eruptions mark cerebro-spinal fever, but are no part of cerebral 
meningitis. The recognition of a cause of cerebral meningitis, 
or a knowledge of the existence of other cases of cerebro-spinal 
fever may determine the diagnosis. 

How is cerebral meningitis to be distingnished from acute 
mania? 

The mental wandering of meningitis does not usually attain 
the high degree seen in mania ; and in the former it is attended 
with febrile manifestations, in the latter not. The symptoms 
on the part of the cranial nerves, the headache, the convulsions 
of meningitis are wanting in mania. 
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What are tlie varietieH of hydi 
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To what symptoms does hyt 
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noid is called subdural; and between the arachnoid and pia 
mater, subarachnoicL 

Under what conditions does hemorrhage into the meninges of 
the brain occnr? 

Hemorrhage into the cerebral membranes may be a result of 
traumatism ; of the rupture of an aneurism of a meniugeaf vessel ; 
of the rupture of a hemorrhage in the brain ; of the same condi- 
tions as occasion cerebral hemorrhage ; it may occur in the 
insane ; rarely it occurs spontaneously. 

To .what symptoms does hemorrhage into the cerebral mem- 
branes give rise? 

The symptoms of hemorrhage into the cerebral membranes, 
depend upon the volume and the extent of the extravasation. 
The symptoms are those of meningitis, plus those of cerebral 
hemorrhage, and may be preceded by headache, vertigo and 
vomiting. 

The infantile meninsjeal hemorrha£:es that result during labor 
occasion the so-called birth-palsies, with the symptoms of con- 
genital spastic paraplegia or hemiplegia. 

Congenital Spastic Paraplegia. 

What is infiantile or congenital spastic paraplegia ? 

When, as a result of injury to the child during birth, bilateral 
meningeal hemorrhage takes place over the central convolutions, 
the pyramidal tracts fail to develop or they degenerate. The 
child is late in learning to walk. It presents the symptoms of 
spastic paraplegia. The gait is peculiar, one foot being placed 
over or in front of the other, or a swinging oscillation taking place. 
Growth and development are retarded. Athetoid movements 
in the hands are common. Initial convulsions may occur and 
be repeated, subsequently to cease. Should the hemorrhage be 
circumscribed or uiiilateral, the distribution of the symptoms 
will vary accordingly. There is usually defective mental de- 
velopment. 
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What are the diBtinotioiiH lietween congenital spastic para- 
plegia and pseudo-hypertropMo paralysiH 1 

The reflexes are exaggerated in congenital spaslic paraplegia, 
enfeebled or lost in psuiido-liypertropliic paralysis. The gait of, 
congenital spastic paruplegia is spastic ; that of pseudo-hjpcr- 
trophic paralysis is oscillatiug ; the manner in which the child 
riseB ti'oiu the tloor in the latter is characteristic. In eongeuitat 
spastic paraplegia the contracluree are yielding ; in pseudo- 
hypertrophic paralysis unyielding ; the former is retrogressive, 
the latter progressive. Should there he decided enlargement of 
some of the muscles, this vriU constitute a diagnostic feature. 



Cerebral Anemia. 



What are the conditions that lead to cerebral anemia 1 

Anemia of the brain may he general : as a part of a systemic 
anemia, from cardiac inHUfhciency, from accumulation of bloo<l 
elsewhere, from pressure on the targe vessels to the head, from 
pressure on the brain ; or partial : from obstruction of the circu- 
lation by vascular occlusion or by pressure from without. 
Cerebral anemia may develop gradually or suddenly. 

To what symptoms does oerehral anemia give riie 1 

General anemia of the brain, suddenly induced, occasions the 
symptoms of syncope : failure of vision, ringing in the ears, 
vertigo, nausea, shallow, sighing respiration, contracted pupils, 
pallor of the face, a cool, moist skin and loss of consciousness. 
Nystagmus and convulsions may occur. The loss of conscious- 
ness may pass into coma, and coma into death. 

General anemia of the brain, gradually induced, occasions 
enfcohlement with irritability of function. There are lieadache, 
vertigo, impnireii intellection, motor weakness, drowsiness or 
insomnia, liallucinations, mania or melancholia. The optic 
disc may be pale. The symptoms are aggravated by the erect 
posture and may be mitigated by recuml>ency or inhalation of 
amy! nitrite. 

Partial anemia of the brain is followed by impaired nutrition 
and loss of function in llie affected area. Occurring suddenly. 
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it is attended with loss of coDSciousness and convulsions ; when 
of gradual development, it occasions headache, vertigo, numb- 
ness, tingling and weakness. 

Cerebral Hyperemia. 

What conditioiu lead to cerebral hyperemia? 

Hyperemia of the brain may be active or passive. Active hy- 
peremia may be caused by an overacting left ventricle ; by sudden 
contraction of the vessels elsewhere ; by insolation ; it may be 
part of a general plethoric condition ; and it occurs as the first 
stage of the inflammatory process. 

Passive hypereinia is a result of cardiac insufficiency, of venous 
obstruction as a result of pressure from without or of pulmonary 
disease. 

To what symptoms does cerebral hyperemia give rise ? 

The symptomatology of cerebral hyperemia is somewhat 
obscure. The recognition of the condition is not always easy. 
Usually there are dull headache, a sense of fulness of the head, 
vertigo, mental torpor, derangement of sleep, a disinclination to 
activity, flashes of light and tinnitus aurium. The countenance 
may be flushed ; the vessels of the eyeground injected. There 
may be transient loss of consciousness. Convulsions are un- 
common. 



Cerebritis. 

What are the clinical features of cerebritis? 

Inflammation of tfie structure of the brain may be acute or 
chronic. It is usually a result of traumatism, or it may arise 
by extension from adjacent disease. Some degree of cerebritis 
is coincident with inflammation of the membranes. The symp- 
toms are rather obscure and ill-defined. There are headache, 
vertigo, delirium, convulsions and febrile symptoms. Cerebritis 
may be followed by abscess. 
21 



How is inflammation of the membraaes to be dislingniahed 
from inflammation of the atniatiiie of tlie brain t 

Itiflauimation of the membranes and inSammatiou of the 
structure of tlits brain arc tu some tlugrce always associated, the 
Byniptoraa of either uouditiun reapectively predominating. In- 
flarauialion of brain-tiasue, however, is usually attended with 
syniptuuis more pi-ofuund and more depressing than are those 
of meningitis ; while the symptoms of meningitis are usually 
more widely distributed and more irritiitive in eharacter. 



Cerebral AbBcess. 



What are the oanses of abscess of the brain t 

The development of eerebrul abscesses is usually dependent 
upon triiiimalism, suppurative disease of adjacent structures or 
pyemia. Distant suppuration may j^'ive rise to embolic abscess. 
liiflaroniation of the brain may Icrminale in suppuration and 
the formation of an abscess. Cerebral aliscess may be acute or 
clirouiu in its couise ; it may be single or multiple. 

What are the lymptoma of absceBB of the brain 'i 

The symptoms of ahacees of the brain present themselves 
three stages : a in-imarij ncvte stage, in which the symptoms of t 
associated condition may obscuro the cerebral symptoms : 
seconduTy slaye of Ml, in which the symptoms arc latent and in 
abeyanei: ; and a terminal stage, in which rnpture of the abscess 
gives rise to the abrupt appearance of the signs of meningitis, 
of cerebri tis or ofapoplcsy, followed by stupor, coma and death. 
These stages arc not always distinct. Commonly the one passes 
by gradations into the other. 

The more obvious symptoms are fever, recurrent rigors, bend- 
ache (which may be localized), vertigo, vomiting and optic 
neui^tis [which are most marked in cerebellar abscess), epile|t- 
tiform convulsions and paralysis (when the abscess is seated in 
the motor area). There may be, in addition, unilateral ptosis, 
defect of speech, impairmentof articulation, difficulty of d( 
tition and.mental disturbance. 
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Prom what conditions is abscess of the brain to be differen- 
tiated? 

Abscess of the brain gives rise to many of the symptoms of 
tumor of the brain. In the terminal stage it occasions the 
symptoms of meningitis, of cerebritis or of apoplexy. The dis- 
tinction from these several conditions depends upon the recog- 
nition of a cause of abscess, upon the recurrence of chills, upon 
the presence of febrile symptoms. The headache and optic 
neuritis of tumor are more intense than those of abscess. In 
meningitis there is greater involvement of cranial nerves than 
in abscess. The course of the symptoms of abscess is of longer 
duration than is the case in cerebritis. Optic neuritis is wanting 
in apoplexy. The symptoms of the terminal stage of abscess 
are to be distinguished from meningitis, cerebritis and apoplexy 
by a knowledge of the previous existence of obscure symptoms 
of cerebral disease. 

Cerebral Hemorrhage. 

What are the causes of cerebral hemorrhage ? 

The ultimate cause of cerebral hemorrhage, not traumatic 
in origin, is disease of the bloodvessels. The event may be 
induced by over-action of the heart. In some cases of cerebral 
hemorrhage, an hereditary tendency can be elicited. Hemor- 
rhage in the brain is most common at the degenerative period 
of life, and its freqency increases with age ; the condition occurs 
more commonly in males than in females ; in temperate than in 
tropical climates ; in winter than in summer. The antecedent 
disease of the vessels may depend upon alcoholism, gout, rheu- 
matism, syphilis, nephritis, lead-poisoning, infectious diseases 
and blood-diseases. 

What is the pathology of cerebral hemorrhage ? 

The symptoms that follow the occurrence of cerebral hemor- 
rhage depend upon laceration of the brain-tissue, and upon the 
compression and irritation of adjacent structure to which the 
extravasation gives rise. In the course of time, the blood, as 
well as the products of disintegration, are absorbed, until there 
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mark the previous hemorrhage nolliing but a fibrous 
cicatrix or a cyst. The toaJufling motor fibers reUiteil to the 
structures destroyed uudcrgo secondary degeueratlou. 
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The most freriueut seat of cerebral hemorrhRge is the region 
of the centra! ganglia ; nest in frequency is the cenlruui ovale ; 
then the cortex, pons and cerebellum. 

What are the symptomB of cerebral heinorrha^? 

The occurrence of hemorrhage in the brain is indicated by 
Hudden, complete loss of consciousoess, with general muscular 
relaxation, and depression of temperature. True prodromata 
are wanting. The breathing is labored and stertorous; an 
initial convulsion may occur ; the pulse is apt to be slow, full 
and hard ; the pupils unequal ; the reHexes abolished or unequal ; 
and the head and eyes devin ted to one side (conjugate deviation). 
Urine and feces may be passed involuntarily. The urine may con- 
tain albumin. Vomiting may occur. As the shock of the seizure 
passes off, consciousness slo-wly returns and the evidences of 
hemiplegia become apparent. The leg, the arm, perhaps the 
face, are paralyzed on the aide opposite to that on which the 
lesion is situated. The tongue, protruded, deviates to the para- 
lyzed side. There is difficulty in deglutition, in phonation, in 
articulation. There may be jwrtial or complete anesthesia of 
Ihe paralyzed members. Secondary fever appears. Gradual 
inipi-overaent slowly takes place, in greatest degree in those parts 
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that habitually act in association with corresponding parts of the 
opposite side. 

If the hemorrhage occur in the cortex, epileptiform convul- 
sions take place ; if in the posterior part of the third frontal con- 
volution of the left side, aphasia results ; if in the posterior part 
of the first temporal convolution, word-deafness ; if in the 
angular gyrus and occipital lobe, hemianopsia and wor(f-blind- 
ness ; if in the anterior part of the uncinate convolution, loss 
of the sense of taste. If the hemorrhage is large and extensive 
the patient may never emerge from the primary coma, but death 
may speedily or slowly take place. Implication of the pons or 
medulla is indicated by abnormal elevation of temperature. In 
most cases the hemorrhage involves the region of the central 
ganglia and the internal capsule. 

Athetosis, post-hcmiplegic chorea and other spasmodic condi- 
tions may be sequelae of cerebral hemorrhage. The reflexes be- 
come exaggerated, especially upon the paralyzed side, as a result 
of descending degeneration of the pyramidal tracts. The memory 
is impaired. Emotional mobility is increased. Various vaso- 
motor and trophic changes may take place in the affected parts, 
which may also become fixed by contractures. 

In what respects do the symptoms of cerebral hemorrhage 
differ from those of cerebral congestion ? 
Cerebral congestion may be attended with transient loss of 
consciousness, not so profound, however, as is the case in 
hemorrhage. The event is prone to be repeated, but the con- 
dition does not give rise to permanent paralytic manifestations. 

What are the distinctions between the loss of consciousness of 
syncope and that of cerebral hemorrhage? 
Syncope is usually a result of cerebral anemia, induced by 
insufficiency of the circulation ; it may also result from ner- 
vous influences that stimulate the vastus. The loss of con- 
sciousness is of but brief duration. Tlie pulse is feeble, the 
face pale, the breathing shallow and sighing. The reflexes are 
preserved. The sphincters are continent. The return to con- 
sciouness is not attended with evidences of paralysis. The 
attack is prone to be repeated. 
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How is the ooma of cerebral hemorrhage to be diBtisguiahed 
from the coma of alcoholic iatozication t 

The BymptomB of cerebral hemorrhage come on suddenly; 
those of alcoholic coinn, \esn suddenly, ns a direct cooacqueiice 
of the imbibition of a toxic quantity of alcohol. The coma of 
alcoholism is not so profound as that of hemorrhage. It may 
he possible by appropriate elimuli to rouse an individual over- 
come by alcohol, but there is no response from the coma of 
hemorrhage. The odor of alcohol in the breath, and the detec- 
tioD of alcohol in the uriue would he doubtful evidence ; but 
the absence of these conditions would exclude alcoholism. 
Conjugate deviation of tlie head and eyes is a common feature 
of hemorrhage ; alcoholism will not cauhe it. The pupils ai-e 
usually dilated iu alcoholism, not contracted and unequal as 
ill hemorrhage. The tern pera In re-altemt ions of heraorrhnpe 
are wauling in alcoholic intoxication. On the returu of cott- 
sciousness after alcoholic coma, there is no palsy ; palsy is 
characteristic of hemorrhage. 

How is the coma of cerebral hemorrhage to be diBtmgiiitihed 

from that of opium-poisonmg ? 

In llie absence of the piwious history, cerebral hemorrhage 
is to be distinguished from opium-poisouing by the primary 
depression and secondary elevaliou of temperature, by the con- 
jugate deviation of tlie head and eyes, by the evidences of [lar- 
alysis. 

The small pupils of opium- poisoning are equal ; if hemorrhage 
causes contraction of the pupils, one is likely to be smaller than 
the other. The noiaj breatliing of hi'morrhage does not become 
so infrequent as the brenlhing in opium-poisoning. 

How ia uremia to be diitinguished from cerebral hemorrbage ? 

The conditions under which uremia develojis predispose to 
the occurrence of cerebral hemorrbage. The recognition of dis- 
ease of the kidney does not help in diagnosis. The coma of 
hemorrhage, however, is likely lo set iu more Huddeuly and to 
be more profound lliau is that of uremia. 

Uremia is more Ukely than liemorrhage to appear in young per- 
sons. The convulsions that attend uremia are general ; unilat- 
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eral convulsions are indicative of cerebral hemorrhage. The 
primary depression of temperature is followed by a secondary 
elevation in hemorrhage, but usually not in uremia. Inequality 
of the pupils and conjugate deviation of the head and eyes are 
indicative of hemorrhage, rather than of uremia. 

If loss of muscular power follow uremia, it is circumscribed 
and transitory ; in hemorrhage, it is usually hemiplegic and 
permanent. 

In uremia the tongue is dry and covered with a thick brownish 
fur ; there is often vomiting ; the body exhales a peculiar, musty 
odor, not observed in hemorrhage. 

How is asphyxia to be disting^hed from cerebral hemorrhage ? 
When an individual is asphyxiated from whatever cause, the 
appearance is cyanotic. Kespiration is interfered with, but is 
not noisy. There is no conjugate deviation of the head and 
eyes. Measures of resuscitation may, in a little while, prove 
successful, while the paralytic phenomena attendant upon 
cerebral hemorrhage are absent. 

Cerebral Softening. 

What are the varieties of softening of the brain ? 

Softening of the brain may be acute or chronic. Acute soften- 
ing of the brain may be a result of inflammation ; it may follow 
vascular occlusion, thrombotic or embolic, arterial or venous. 

Chronic softening of the brain is an aflection of the degenera- 
tive period of life. It usually involves the white matter of the 
hemispheres. The symptoms to which it gives rise are not 
well defined. There is usually progressive loss of motor power 
and impairment of sensation, sometimes with rigidity. Mental 
deterioration may be slight or considerable. Life may be pro- 
longed for from two months to two years, death usually result- 
ing from bedsores, pneumonia, or some other intercurrent 
malady. 
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Cerebral Embolism. 

Vnder what conditions does cerebral embolism occur? 

A vegetation from a diseased cardiac valve may be washed 
into one of the vessels of the brain ; or the plug may have its 
Hource in a thrombus that has formed in one of the cavities of 
the heart, or in a calcareous fragment from the wall of an 
atheromatous aorta. 

To what symptoms does cerebral embolism give rise? 

Tlio sudden plugging of one of the vessels of the brain is 
UHually manifested by transient loss of consciousness of varying 
duration, often accompanied by convulsions. On the return to 
oon»cl()U8ncH8, the symptoms of heriiiplegia are evident, often 
rl^'ht-Hided, and associated with aphasia. In the course of a 
fow days, secondary fever appears. Unilateral convulsions 
nuiy be repeated. Choreoid, athetoid, and other disorders of 
movomont are likely to develop. 

How do the symptoms of cerebral hemorrhage differ from 
those of cerebral embolism? 

(Vivbral embolism is a disease rather of early life ; hemor- 
rluijjt^ Is one of ad\*jinivd UIV. Hemorrhage occurs in association 
\vltl\ disouso of the voj^soIs ; embolism with valvular disease of 
{\w heart or other source of embi>li. Consciousness is invariably 
last when homorrhugi^ takes place ; it is more likely not to be 
in ortst\s of omU^Hsnu Kmlx»Hsm is mon? likelv to be cortical 
and to jiivo vise to initial and vvusetnitive epileptiform convul- 
sions, to Kvj^liff^Hl ivilsitvs and to ai^^sia ; hemorrhage is more 
Ukx^l^Y tv^ W \vnn^K to Iv unattended wiih c\Hivulsions, and to 
p^\\^nU honuplo^iiU ^V^h dirxvi v^^v^r aihI indirect (general) 
s\ u^ptxMus A^v uuMv pr^^tvHuul At>d UK>r\^ oxun\sjve in heniorrhage 
tlvHU \n ou>*v',i>nK The doUvrUN;^ v^T eiuKC: in ^Hher organs is 
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Cerebral Thrombosis. 

Under what conditions does cerebral thrombosis occnr? 

The most common cause of cerebral thrombosis is vascular 
disease, whether atheromatous, syphilitic or fibroid. The blood 
luay also coagulate in the vessels in conditions of lowered 
vitality and enfeebled circulation. Increased coagulability of 
the blood predisposes to the occurrence of thrombosis. A 
thrombus may form from an embolus by extension. 

To what symptoms does cerebral thrombosis give rise? 

The actual occurrence of thrombosis in a cerebral vessel may 
for a long time be preceded by distressing headache, vertigo, 
numbness, tingling, muscular weakness, impairment of memory 
and mental failure. The formation of the thrombus is announced 
by loss of consciousness, of varying degree and duration, per- 
haps attended with convulsions or with delirium. In the course 
of a few days, decided secondary fever may appear. Subse- 
quently, the evidences of hemiplegia become manifest ; while 
recurring localized convulsions may take place. As in the case 
of embolism, involuntary and spasmodic disorders of movement 
in the affected parts are common. Thrombosis of the sinuses 
gives rise to localized edema of the face and scalp. 

How are cerebral hemorrhage and cerebral thrombosis to be 
differentiated ? 

Thrombosis, unlike hemorrhage, is of not rare occurrence in 
infancy and extreme old age. The symptoms of hemorrhage set 
in suddenly, with loss of consciousness ; those of thrombosis are 
preceded by prodromata and develop gradually, with headache, 
delirium, perhaps convulsions. The convulsions of thrombosis 
are wont to be localized or unilateral ; if convulsions attend 
hemorrhage, they are usually general. Hemorrhage is the more 
likely to occur under conditions of excitement ; thrombosis, amid 
conditions of depression. In hemorrhage the circulation is 
active, the arterial tension high ; thrombosis is not uncommonly 
associated with a stagnant circulation in a debilitated indi- 
vidual The symptoms are more profound and extensive in 
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lioiiiorrhage thau in thromboeis. Mobile BpRBm, athetosis aud 
otber disorders of move men t more uommonly follow tbroiubosifi 
than hemorrhage. Recuri-ent convulsiona also point to throni- 
IjosiH rather than to hemorrhage. 



Cerebral Tumor. 



Wliat are the more common varietieB of tumor of the brain' _ 
Cerebral tumors are most commonly gliomata, lube rculo mala, 
sarcomata, giimmata, myxoiuata, caicinomnLn or psammomatik. 
Tbey may develop in the t;erebral mass, in the niembi'&nes, or 
ill the boue. 

INot rarely, cysticorci or echinococcus cjsts develop lu the 
brain. Gliomata sometimes follow injuries to tlic head. 

TnbercnIomBta appear in yomig persons, and are usually 
assoeinted with tuberculosis elsewhere than in brniu. C&r- 
einomnta occur later in life, give rise to a cachexia, and are 
aasociated with similar growths elsewhere. Gummata are 
present with other manifestations and a history of syphilis. 

What are the symptoms of tnmor of the brain T 

The symptoms vary somewhat with Liie size and siluatioD of 
the new-growth. Certain phenomena, however, eliaracterize 
the presence of n neoplasm in any part of the bmln. There is 
(icrsistent headache, intensely a^rnvated in parosysnis ; optic 
neuritis followed by atrophy ; meulAl fkilure ; impaired utemory ; 
emotional mobility ; vomiting ; vertigo ; sontetimes forced move- 
ments ; slowness of speech ; separation of sylbtbies : confluence 
of articalatioD ; someUmes apliasia ; paralysis of varying dis- 
tribution, associated with or followe*) by contractions ; some- 
times chorcoid or athetoid movements, or a Jeriiy incooocdi- 
nalion; convulsions rt^sembling those of major or of cninor 
epilepsy, or nf Jacksoniau epilepey, or nlbicks of ttansjent 
convulsitms : alterations of sensition : patsy of cnmia] nerve*; 
sometimes conjugate deviatioa of ih* h««d am) ens; abnor- 
malities of the pulse : inlrrfereixv with the RB{iiimtkia. Tbe 
quantity of orine evaraalcd tua.v be iBcT(«s«d ; Uw** nmj b* 
■Ibuminuria or glycnsuria. FinaUy. Maipor and **mm m^ te 
the pwcursors of dealli. 
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AL ANEUKISM, 

How may chronic nephritis simulate cerehral tumor ; how are ^ 

the two to be differentiated! 
Chrouic oepbriliB may be atlenUed witU lieadaclie, vertigo, 
vumiting, optic neuritis and convulsions, but tiie i 
tains casts aswell as ulbvimin, eilema exii-ts, tlie arterial teusiou 
is heightened, tiie heart is lijperliophied, auil the palsies of 
tumor are wanting. "^ 

What Bymptoms does anemia have in common with tnmor of 

toain, and how are the two to be differentiated? 
Both auemia and cerebral tumor may occasion headache, 
vertigo, optic neuritis and alliumiiiuiia, but tlic lieadaclie of 
anemia is not so ioteuae as that of tumor ; the optic iieucitia of 
auemta is more rapid in development than is that of tumur ; 
while the pallor, Lhe breath I essness, the edema, the submissive- 
nesB to judicious treatment of tlie one, and tlie convulsions, tbe 
paleies, the progressiveness, and the resistance to treatment of 
the other are distinctive. 
How are the epileptiform conTnlBioas of cerebral tnmoi t» he 

diBtlngnished from the convnlsions of essential epilepay ? 
In themaelves the couvnlMOna may be indistinguiahabje, 
though those of tinimr are the more likely to be ioeal or uni- 
lateral. Epilepsy, however, fails to prenent the diatinctive 
symptoms of tumor : headache, vertigo, vomiting, optic neuritis 
and palsies. 
How may the symptoms of cerehral tnmor be mistaken for 

those of cerebro -spinal sclerosis how is the diagnosis to 

he made T 
A tumor in the brain may occasion a peuilni leiky incoordi- 
nation, but it docs not occasion the nv-tagmns, the peculiarity 
of speech, the exaggeration of reflexes of ceiebro spinal scleroaia, 
while headache and optic neuritis are more LOiiimon and more 
intense. 

Intracranial Aneurism, 

To what symptomB does an intracranial aneurism give rise ? 

Aneurism of the cerebral vesSiels may develop as a result of i 
vascular disease, syphilitic or otherwise, of traumatism and of J 
embolism. 
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The symptoms of intracranial aneurism necessarily vary vfith 
the situation of the aneurism. The more constant symptoms 
are those of an inti*acranial tumor : headache, vertigo, vomiting, 
convulsions, palsies, optic neuritis. The detection of a bruit or 
the demonstration of s3'mptoms dependent upon the presence 
of a tumor in the couree of a cerebral vessel would be diagnostic. 

The occurrence of rupture is indicated by the symptoms of 
cerebral hemorrhage. 

General Paralysis of the Insane. 

What are the symptomB of general paralysis of the insane ? 

Oeneral or progressive paralysis of the insane^ or paretic demeniia^ 
is a fatal disease of insidious invasion, occurring in those who 
have abused their mental and physical energies, and chamc- 
terized by psychic alteration and failure, with progressive palsy. 

It is niych more common in men than in women, and in early 
middle life than at any other period. 

Among the fii*st symptoms are an alteration of disposition, 
and a change of character. An individual, previously more or 
less refined, affectionate, attentive, scrupulous, methodical, pre- 
cise and neat, becomes careless, indifferent, negligent, coarse, 
indecent, irritable and forgetful. He fails to keep appointments. 
He makes ill-judged investments and extravagant expenditures. 
He eats irrejjularlv and hastilv, and sometimes eats and drinks 
excessively, and sleeps ix)orly. 

The palsy is not of the onlinary type. There is at first loss 
of coonlinating iH>wer for delicate tasks, suoli as writing or 
painting, while «;eneral muscular strength, as for lifting, is but 
slightly inii>aireil. The paralysis is assooiatoii with tremor. 
The pupils may be eontracteil, sluggish and unequal. 

To these symptoms are added the so-calleii delusions of gran- 
deur, which vary from time to lime. The patient believes him- 
self fabulously wealthy. He projects oolocs^sal enterprises;, or 
announces wonderful discoveries. He is, however, contented 
with his surroundings. In a milder form, the delusions take 
the less obtrusive shajn* »>f an invinoiblo, uni>^as«>ning op4imisni, 
and luav be overlookeil. In other castas iher^ ar^ alteruatioas 
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of depression and exaltation. Sleeplessness becomes more obsti- 
nate. Speech becomes defective, indistinct and stuttering. In 
writing, words, syllables, letters are omitted or misplaced or 
repeated. There is a peculiar tremor of the lips. The protruded 
tongue presents both rhythmical tremor and fibrillary contrac- 
tions. The gait becomes shuffling. Control over the limbs is 
progressively lost. At this stage, apoplectiform and epileptiform 
seizures may take place, and paroxysms of rage and fury may 
occur. Sensibility is not impaired until late, when it may be 
almost abolished. 

Deceptive lulls and remissions may interrupt the progress of 
the disease, but finally a condition of terminal dementia is 
reached. Nutrition gradually fails. Paralysis, mental and phy- 
sical, becomes so great that death may result from the entrance 
of food into the air-passages. Coma, convulsions, painful con- 
tractions, obstinate diarrhea, pulmonary affections, especially 
pneumonia, are among the phenomena preceding death. At 
the autopsy chronic congestive, inflammatory and degenerative 
changes may be found in the brain and membranes and in the 
posterior and lateral columns of the spinal cord. 

How are progressive paralysis of the insane and posterior spinal 
sclerosis to be differentiated? 

As the symptoms of posterior spinal sclerosis may be super- 
added to those of progressive paralysis of the insane, the dif- 
ferentiation of uncomplicated cases from locomotor ataxia, as 
from cerebro-spinal sclerosis and paralysis agitans, essen- 
tially depends upon a recognition of the presence or absence 
of those manifestations of central dissolutional processes that 
characterize progressive paralysis : the changes in character 
and disposition, the emotional disturbances, the impairment of 
memory, the maniacal outbursts, the delusions of grandeur, 
the peculiar tremor of lips and tongue, the inequality of the 
pupils, the derangement of the language-faculty in speech and 
writing, the progressive failure of voluntary motion and intel- 
lection, the epileptiform and apoplectiform attacks. 

Acute development of the peculiar loss of coordinating power, 
mental and physical, without obvious cause, in a man of middle 
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life, especially one given to mental, emotional, venereal or alco- 
holic excess, should at once excite a suspicion of the develop- 
ment of paretic dementia. 

Sunstroke. 

What are the symptoms of sunstrcdce? 

Sunstroke, heat-stroke, insolation^ of which there are at least 
two principal varieties, heat-femr or thermic fever Rnd heal-exhaus- 
tion—is an affection of the heated term. It occurs in persons 
exposed to intense heat, solar or artificial, in whom the* respira- 
tory and cutaneous transpiration is checked. 

Crowding and defective ventilation predispose to the occur- 
rence of heat-stroke. The onset may be abrupt or gradual, the 
symptoms severe or mild (incomplete). While most often com- 
ing on during active muscular exertion, as in the case of 
hiborers and marching soldiers, the attack not infrequently 
follows the mid-day meal. It usually but not invariably 
happens during the period of maximum heat of the day. 

There occur increased frequency of micturition, headache, 
vertigo, nausea, vomiting, delirium, loss of consciousness, dys- 
phagia, stertorous breathing and coma, associated in the febrile 
form with a hot, often flushed, skin, frequent pulse and high tem- 
perature. The pupils may be dilated or contracted, or contrac- 
tion and dilatation may be present at different times in the same 
case. There may be rectal and vesical incontinence, sometimes 
partial suppression of urine. The duration of the symptoms 
varies from a few minutes to several hours. 

Death may occur early or late ; recovery may be speedy or 
tardy. Persistent headache, vesical irritability, choreoid move- 
ments of the upper extremities, mental impairment, epilepsy, 
and in rare instances hemiplegia, or other paralysis, usually 
transient, may supervene as sequeke. Anhydrosis, with headache 
and elevation of temperature, annually recurring near the anni- 
versary of the attack, has been observed. 

General paralysis of the insane (paretic dementia) has been 
attributed to sunstroke. 
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Whal are the principal points of differentiation between heat- 
exhaustion and heat-fever, or sunstroke proper ? 
In heat-exhaustion the skin is pale, cool or cold, moist or 
clammy ; the temperature is low, even subnormal ; there is 
syncope rather than coma ; the pupils are usually dilated ; the 
pulse is feeble ; convulsions are absent ; and rapid relief follows 
the use of warmth and stimulants. 

How does cerebral hemorrhage differ from sunstroke ? 

The coma of sunstroke, unlike that of cerebral hemorrhage, 
does not set in unannounced ; nor is it as lasting or as profound ; 
while dysphagia may be greater, stertor is less. 

The symptoms of sunstroke are symmetrical ; the pupils and 
the reflexes are equal ; hemiplegia is not an ordinary sequel. 

The temperature rises much higher in insolation than at any 
time in hemorrhage. The pulse is frequent, often feeble ; that 
of cerebral hemorrhage is commonly slow and full. 

It must, however, not be forgotten that cerebral hemorrhage 
may occur amid circumstances favorable for the development of 
sunstroke. 

With what other conditions might sunstroke be confounded? 

Sunstroke might be mistaken for acute alcoholism, meningitis, 
uremia or narcotic poisoning. Alcoholic excess may bring on 
an attack, so that the phenomena of both might be intermingled. 
The history and the symptoms detailed should prevent error in 
other cases. 

In m*emia, too, convulsions usually precede coma. 

Delirium Tremens. 

What are the symptoms of delirium tremens ? 

The continued ingestion of excessive quantities of alcohol 
sometimes gives rise to a condition in which with impaired 
appetite and gastric irritability are associated inability to 
sleep, tremor and delirium. The temperature is likely to be 
elevated. The urine may contain albumin. The patient is 
restless and evinces a tendency to talkativeness ; he is always 
busily engaged with his delusions. Sometimes the delirium is 
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more violent. The victim is terror-stricken by hideous illusions 
and halhicinations. The figures of the wall-paper, and articles 
of furniture are converted into crawling reptiles ; attendants, 
into demons. The patient is unable to sleep. Hypnotics may 
prove futile. There is little desire for food. That which is 
taken may be rejected. If recovery is to take place, sleep is 
gradually restored ; else the patient is worn out and succumbs 
to exhaustion. Pneumonia, especially of the apices, is not an 
uncommon complication of alcoholism. The use of tobacco 
during convalescence is sufficient to renew the attack. 

How is delirium txemens to be diBtiiigiushed from acnte 
mania? 
The delirium of alcoholic intoxication mav be maniacal, but 
it is asscKMated with a history of alcoholism, while acute mania 
usually develops in a person with a psychopathic family history, 
and has probably been preceded by a prodromal period charac- 
terizeil by a change in manner, in disposition or in behavior. 
The character of the illusions and hallucinations differs in the 
two disonlers. Delirium tremens usually subsides after sound 
sleep for a number of hours consecutively, and recovery is 
complete. Evidences of insanity persist after the attack of 
acute mania is at an end. 

How are deUrium tremens and eerebral meningitis to be differ^ 

entiated! 
The distinction between delirium tremens and ceretxnd men- 
ingitis depends upon a knowledge of the cause, the history, the 
cinirse, the symptoms and the termination of the two af^tions 
r^^s^Hvtively. l>eUrium tremens is preceded by a histonr of alco- 
holism ; meningitis, by a histor>- of traumatism or inlieetioiu 
Delirium tremens lasts from a few days to a week : nMNungiiis 
for a much longer time. In meningitis there are« and in deli> 
rium tremens there are not, muscular spasm, convukioti* and 
sensor\- disturbance, followed bv jiaraivsisw The d«Iiriam 
tremor of akvhoUsm are peculiar and cbaraccerisi;tc. Tb« 
perature may be slightly elevated above the normal in delirt 
txemeos but meningitis is disdnctly a tebrile dis<»Lse. 



PLUMBIBM. 



FlTunbism. 

Whmt are the clinicsl manifestatioas of lead-pouoningT 

Lead may gain entraDce into the aystent and give rise to 
toxic maDifeetations under diverse circu instance e. Thus satur- 
nine iutoxication occurs in lliose who work witli the uietal, as 
miners, color-grinders, paintei-s, pluuiberB, type-founders, com- 
positors. Lead may also be introduced into the system by 
means of drinking-water conveyed through lead-pipes, or with 
food prepared in leaden vessels, or by the use of hair-dyes, of 
cosmetics, or of snuff packed in lead-paper, or by the medicinal 
administration of lead in some form. The most c< 
festation of plumbism is multiple neuvitis. 

Fia. 51. 




Wriat-drop from lead poisoning. ((Jowen.) 



The symptoms vary in kind, degree, distribution and acute- 
ness. The more common and the more characteristic are obsti- 
nate constipation, alidominal colic, wrist-drop, and a blue line 
on the gums. In addition, the nutrition is impaired and there 
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18 anemia. Among other symptoms are cramps in the legs, 
tremor, headache, convulsions, delirium and coma. The par- 
alysis of the extensors of the wrist and fingers upon which the 
wrist-drop depends is bilateral, but does not involve the supi- 
nator longus. Sometimes, the intrinsic muscles of the hand 
atrophy ; at times, too, the lower extremities are paralyzed. 
The knee-jerks may be enfeebled or lost ; station may be un- 
steady ; coordination may be deranged. Occasionally, symptoms 
of sensory derangement, laryngeal palsy, mental failure, melan- 
cholia, inequality of the pupils and impairment of vision are 
observed. The pupils may be small and fail to react to light. 
The optic nerve may undergo atrophy. Paralyzed muscles 
display the reaction of degeneration. Cardio- vascular-renal 
changes are of strikingly common occurrence. Arthritic mani- 
festations and deposits indistinguishable from those of gout are 
not rare. If potassium iodide be administered, the urine may 
respond to chemic tests for lead. 

How may lead- poisoning be confounded with cerebral tumor, 
and how is the differentiation to be made? 
When the system has been impregnated with lead, there may 
be optic neuritis, headache, convulsions, delirium and palsy; 
but there are also a blue line on the gums ; a history of expo- 
sure to the toxic metal ; of intestinal colic ; of obstinate con- 
stipation ; and the palsy gi ves rise to wrist-drop. 

Torticollis. 

What is torticollis ? 

Toi'ticollis or ivry-neck is a condition in which, from shortening 
or from spasm of one or more muscles of the neck, the head is 
maintuined in an abnormal position. 

What are the varieties of torticollis? 

There are two types of wry-neck. In one, as a result of 
traumatism, or of defective development, the muscle, usually 
the sterno-niastoid upon one side, is atrophied and shortened. 

The head is rotated to the side opposite to that of the affected 
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muscle, which is conspicuous for its prominence. In the second 
variety of wry-neck, the muscles involved, most commonly the 
sterno-mastoid, the trapezius and the splenius, are in a state of 
active contraction, tonic or clonic, or alternately both. As a 
result, the head may be rotated or inclined to one side or 
retracted in over-extension, in accordance with the muscle or 
combination of muscles that participates in the spasm. 'Not 
infrequently, with the spasm of the musc^s of the neck is also 
associated spasm of muscles of the arm or of the face. 

Occupation-Neuroses. 

What are the occupation-netiroses? 

As the result of persistent and long-continued movement of 
a part in a constrained position, involving the activity of certain 
groups of muscles, spasmodic interference with the performance 
of the same movement may develop. 

Thus, as a type of the disease, there is produced writers' 
cramp or scriveners' palsy. An analogous condition may be 
produced in telegraphers, shoemakers, piano-players, violinists, 
zither-players, seamstresses, smiths, painters, turners, watch- 
makers, knitters, engravers, masons, compositors, cigarette- 
makers, milkers, money-counters. 



• Writers' Cramp. 

What are the symptoms of writers' cramp? 

In those who write much, especially in such a way that the 
burden of the work falls upon the small muscles concerned, there 
sometimes develops a condition that renders writing impossible. 
Under such circumstances, as soon as an attempt to write is 
made, the fingers contract in spasm that may be painful, so 
that the act, if possible, is imperfectly accomplished. At 
other times, there may be tremor, and rarely weakness. In 
some cases, neuralgic pain is the most conspicuous symptom. 
In aggravated cases, the manifestations are not confined to the 




act of writing, but may appear upon attempts to perform other 
CDOvemeats. The onset of the sjrmptoiuE is usuuUy gradual, 
but occasiooally it is sudcleo. 



Chorea, 



What are the etiologic elements concerned in the detennisation 
of an attack of chorea? 
Cliirreu is most comnion at or about the age of puberty, and 
more so in girls than in boj«. At Philadelphia, attacks are said 
to be more common in the epring of the year thaD at any other 
time. It has been observed that chorea is more common in 
white than in colored children. In many uases, an hereditary 
induencecanbe trneed— directly, as chorda, or, more commonly, 
in the nature of other diseases of the nervous eystcni, as 
epilepsy or insanity, or of rheuiuaUsm. Fright is frequently an 
exeiting cause of the disease. Occasionally traumatism bas 
preceded an attack. An obscure but well-determinvd I'ausal 
relation exists between atrute rhcuniatiBra, heart-disease aiid 
pregnancy, on tbc one hand, and chorea on tlie other. 

Wliat are the symptoms of chorea T 

Chorea is a spasmodic neurosis, manifested by Irregulai 
voluntary, incoordinnted mnscnlar movements, airgravatetl 
excitement or observation. The movpments cense 
sleep, but they may be BufHi.'imtly violent to previ-nt sli 
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They are often more decided on one side of the body than on 
the other. Speech is often interfered with. A slight degree 
of muscular weakness exists. The electric irritability is usually 
increased ; sometimes there are slight qualitative changes. 
Occasionally pain is felt in the parts affected. The tempera- 
ture is, as a rule, slightly elevated. There is mental irritability 
or dulness of intellect. Anemia is often present. 

At times, hemic heart-murmurs are heard ; at other times, 
murmurs dependent upon organic disease, either antecedent or 
coincident, are heard ; endocarditis is not an uncommon com- 
plication of chorea. 

Chorea is a self-limited affection, the average duration of 
whicli is about ten weeks. It is said sometimes to involve the 
diaphragm, and to give rise to obstinate hiccough. It is thought 
that the irregularity of the action of the heart, sometimes ob- 
served in choreic children, is dependent upon involvement of the 
cardiac muscle ; chorea of the larynx has also been seen. 

So-called choreoid movement, athetosis, and mobile spasm, are 
often observed in cases of paralysis of cerebral origin. 

What is hereditary chorea or Huntingdon's chorea ? 

Chorea sometimes appears in families, developing at the mid- 
dle period of life, and possibly continuing until death, in hasten- 
ing which it may play some part. The symptoms differ in no 
essential particular from those of the ordinary form of chorea. 

Epilepsy. 

What is fhe etiology of epilepsy? 

Epilepfiy is immediately dependent upon an irritable condition 
of the nervous system that must be referred to changes in the 
nerve-cells, beyond our present means of recognition. The 
disease is more common in females than in males. In a con- 
siderable proportion, a neurotic heredity can be traced. In 
many cases, no etiologic factor can be determined. The first 
attack usually occura in early life, frequently in conjunction 
with dentition, or in association with rachitis. In other cases, it 
may be excited by mental influences, especially anxiety, by fails 
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or blows, by acute diaense, by Llie presence of parasiteB in the in- 
testine, by iiienBtrual dc-rnugcmeut, by nasal polypi, ljy phiinoM!», 
by cicatrices, and by other sources of peripheral irritation. 

When no source of irritation, direct or reflex, can be found, 
the disease is tlesigoaled essential or idiopathic. 

What are the symptoms of epilepsy 1 

Epilepsy is a paroxysmal neurosis, characterized by attacks 
of viirying fi'eqiieiicy, duration and severity, which may ap- 
liear as transient loss of conaoiousiiess (petit mnl, niinor epilepgy) 
or may be preceded by a premonitory sensation or aura, fol- 
lowed successively by a cry, loss of consciousness, frothing at 
tbo moutii, tonic followed by clonic convulsions, headache, 
biting of the tongue aud somnolence {grand mal, major epi/epsj/). 

The attacks of petit mal may be so inconspicuous ns to 
escape observation. There may be simply a vertiginous or 
other abnormal seusation, or nn aiirupt interruption in speech ; 
or the grasp of an object held in the hand may be relaxed ^ or 
there may be a twitching of the muscles of the face. 

When the seizure is preceded by an aura, this may be 
motor, sensory, visceral or pBychic. In the attack the fkce 
Incomes at tlrst pallid, then flushed, and finally cyanotic ; the 
pupil is dilated and insensible to light ; urine and feces may be 
expelled involuntarily. The urine may contain a trace or 
albumin. 

Mental deterioration ensues in a degree corresponding to the 
ftequency of the attacks. Paroxysms may be succeeded by 
trnnsienthemiplegiannd aphasia, by the automatic performance 
of some act or by mania. 

iSometimea a series of convulsions occurs, one attack scarcely 
ceasing before another begins, constituting the slutiin ejiileptiivs. 

Nothing is known of tho pathologic anatomy of epilepsy. 
How are the epileptiform convnlsionB of cerebral diBease to be 
distingtiiihed ftom attacks of true epOepsy f 

Epileptiform convulsions usnally result from lesions involving 
the cortex cerebri. The most common of these lesions are 
softening from vascular occlusion, hemorrhage and new- 
growths. The convulsions occasioned are likely to be local in 
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character and not at the onset attended with loss of conscious- 
ness ; while the convulsions of epilepsy are usually general and 
simultaneous with loss of consciousness. In the intervals be- 
tween epileptiform convulsions, some evidences of cerebral 
disease— hemiplegia, athetoid movements, choked discs— are 
likely to be present. 

What are the distinctions between chorea and epilepsy? 

Epilepsy occurs in paroxysms with intermissions, and may 
persist during the greater part of life ; chorea is but a temporary, 
self-limited condition, the symptoms of which are constant 
during the continuance of the disease. The movements of 
chorea do not possess the violence of the convulsions of epilepsy ; 
nor in chorea is consciousness lost or the tongue bitten. 

How are the attacks of syncope and those of petit mal to be 
differentiated? 
Syncope occurs under well-known circumstances that occasion 
temporary cerebral anemia ; the pulse at the wrist is almost 
obliterated ; loss of consciousness is of brief duration ; the 
return to the normal condition takes place slowly. In case of 
petit maZ, there have been previous attacks of a similar character 
or perhaps of major epilepsy ; the loss of consciousness is sudden 
and transitory ; the normal condition is soon resumed ; there may 
have been slight muscular twitchings ; or urine may have been 
pftssed involuntarily ; or some automatic action is performed. 

Hqw is eclampsia to be distinguished from epilepsy? 

By eclampsia is meant convulsions occurring incidentally and 
temporarily, as during dentition, or in connection with preg- 
nancy and parturition. The relation of eclampsia to epilepsy 
and epileptiform convulsions is uncertain. The recognition of 
eclampsia and its distinction from epilepsy and epileptiform 
convulsions depend upon its incidental and transient occurrence 
in connection with one of the conditions that give rise to it. 

How are the convulsions of uremia and those of epilepsy to be 
differentiated ? 

The convulsions of uremia are not unlike those of epilepsy. 
Their significance, however, depends upon their asBociatiop 
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Willi edemii, a peculiar mustinesa of the breath, tbe presence of 
albumin nnd tube-uastn in tbe urine, and the eJcistence of degen- 
erative changes in the retina. If ohlaiuahle, the previous his- 
tory may detetminc the diagnoBis. 

Hysteria, ^H 

What are the Bymptoms of hysteria ? ^^M 

IJyuteria is a disease of the nervous eyBteni, more common 1^^ 
femaleH than in males, and iii early adult life than at any olbcr 
period. In miiny cases a ueuropnlhic heredity can be traced. 
The manifeBtations of tbe disease may be induced by mental 
emotion, anxiety, visceral disease and other disease. As a rule, 
they are sudden in onset and as sudden in disappearance. They 
may be dissipated by a profound mental impression. The symp- 
toms are protean; some are continuous, others paroxysmal. 
Among the former are derangements of sensibility and motility, 
visceral, vaso-motor and cerebral disturbances ; the paroxysmal 
syniploms include convulsive seizures. That which fundament- 
ally characterizes thedisease iaa loBBofaelf-^iontrol.adeficiency 
of will-power, a beigbtened Belf-consciousnesB, a tendency to 
exaggeration and a morbid desire for aymi>ath)'. The patient is 
moved to laugbter or tears with undue readiness and withnut 
adequate cause. Duplicity and deception are practised, and 
there is an irresistible tendency to imitation. Sensation mav 
be lost or heightened, or otherwise abnormal, locally, or upon 
one-half of the body, or in irregular distribution, with un- 
steady station and gait when the eyes are closed. .Spinal 
tenderness is common. There is frequently a recurrent sen- 
sation of obstruction in the throat, as of a ball rising from 
the stomach, or of a sense of pharyngeal constriction— the 
so-called globus kniiericus. At times, there is a feeling of 
intense pain in the head, such as might be occasioned by the 
driving in of a nail— the clavus fiysfcrfcus. The special senses 
may be variously impaired. Molor jwlsy of diverse distribution 
may esist, occasioning paj'aplegia, hemiplegia or monoplegia, 
unattended with nmsoular wasting or alteration in the elec- 
tric reactions or impairment of activity of the sphlncten, 



HYS^TBRIA. 545 

The reflexes are usually unaltered ; in a number of cases, they 
are exaggerated. There may be aphonia, loss of the power of 
articulation, retention of urine, constipation, stammering. 
Contractures may take place and give rise to troublesome 
deformity. Laryngeal spasm may occasion distressing dyspnea, 
or a peculiar barking cough. Independently of any spasm, there 
may be increased frequency of respiration, with shortness of 
breath. Spasm of the pharynx or of the esophagus may entail 
the rejection of all food ingested. There may in addition be 
such repugnance to food that little is taken. On the other hand, 
the appetite may be strangely, even disgustingly perverted. 
There may be local flushing and perspiration. In females, 
menstruation may be deranged ; ovarian tenderness is common. 
The paroxysmal attacks of convulsions are marked by tonic and 
clonic spasm, without loss of consciousness or biting of the tongue. 
The arms and legs are wildly thrown about by coordinated mus- 
cular activity— purposive movement. The patient may shriek 
and bite the lips. Opisthotonos and trismus may be developed. 
At times, there are evidences of profound psychic disturbance, 
as manifested by hallucinations and delusions, perhaps of an 
erotic nature. Lethargy and catalepsy are sometimes observed. 
The temperature may display decided irregularity. 

How are hysterical paralysis and the cerebral paralysis of 

organic origin to be differentiated ? 
, The palsy of hysteria, hemiplegic, paraplegic, diplegic or 
monoplegic, is usually atypical. 

The face is rarely involved. Sensory derangement is common. 
The evidences of secondary descending degeneration : contrac- 
tures and exaggeration of reflexes, are wanting. There may be 
constipation and retention of urine, but not incontinence. 

While the onset may have been sudden, it will not have been 
apoplectic. Other symptoms of hysteria may make the character 
of the palsy clear, but the mere existence of the symptoms of 
hysteria should not obscure the possible simultaneous existence 
of organic disease. 
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How are the convnlsions of hysteria and those of epilepsy to 
be differentiated ? 

An epileptic paroxysm talces place without Bpecial excitation, 
and set» in abruptly, oflen with a cry ; an hysterical attnck niny 
be brought on by emotion, seta in gi'adually, and la attended 
with screaming. The convulsionB of epilepsy pursue a regular 
sequence, and are associated with cyanosis, biting of the tongue, 
and inaensibililj-of the iris to light ; in the hysterical attack, the 
menibera arc wildly thrown about, the pupil responds to stimu- 
lation, while the patient niay bite the lips or hands or other 
persons or things. Involuntni'v extrusion of urine and feces 
may tatie place in epilepsy ; but does not occur in hysteria. 

Loss of consciouBueBB is complete in epilepsy ; cDnsciousness 
is retained or perverted in hysteria, the paroxysm of which is 
characterized by talkativeness. 

The epileptic attack lasts but a few minutes ; the hysterical, 
ten minutes or longer. Opisthotonos is common in hysteria, 
exceptional in epilepsy. 

An epfleptic seizure may occur at any time and under any 
circu instances ; iiysterical attacks take place only in the pi'escnce 
of a seconfl person. The hysterital patient is careful in the 
paroxysm to sufli^r no injury ; the epileptic falls, whatever the 
attendant dangers, powerless to avert them. 

An hy.sterieal patient may, however, also be epileptic. 
What are the diatinctio&g between apastic paraplef^a and 
hysterical paraplegia 1 

Spastic iMiraplcgia develops at an age when hysteria is com- 
mon ; but in hysteria the reflexes are not exaggerated and the 
peculiar muscular spasm of lateral sclerosis does not occur, 
while sensory and emotioiial symptoms cannot escape ob- 
servation. 

How are acute myelitiB and hysterical paraplegia to be differ- 
entiated f 

Myelitis should not be overlooked because it occurs under cir- 
cumstances amid which hysteria is to be expected. Exaggemled 
reflexes, trophic changes, wasting, derangement of sphincters 
and girdle-paiu indicate the existence of more than hysteria. 
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How are the symptoms of hysteria and those of meningitis to 
be differentiated? 
If symptoms of meningitis appear in an hysterica4 individual, 
their true significance may be overlooked. Convergent strabis- 
mus may be hysterical ; but divergent strabismus always 
depends upon organic disease. There may be retention of urine 
in hysteria, but there is never incontinence. Trophic changes 
and continued elevation of temperature are evidences of the 
existence of something more than functional disease. 

• 

How are hysteria and cerebral tnmor to be differentiated? 

Hysteria may present any of the imitable symptoms of cere- 
bral tumor, but in addition there will always be indubitable 
evidence of their nature. Optic neuritis or ptosis, of course, 
is not to be duplicated. Hysterical manifestations in associa- 
tion with cerebral symptoms should not be permitted to obscure 
the existence of organic disease. 

Tetanus. 

What are the symptoms of tetanus? 

Tetanus is a spasmodic disorder dependent upon a specific 
infection contained in soil and introduced into the system 
through wounds or abrasions. It is manifested by painful 
rigidity of the head and jaw, soon progressing to trismus, and 
by stiffness of the tongue. In turn, the rigidity involves the 
muscles of the face (resulting in the Hsus sardonicus), the mus- 
cles of the trunk, the respiratory muscles and the diaphragm. 
To the tonic spasm of the muscles are added frequently recur- 
ring clonic exacerbations, which may be induced by external 
irritation. 

The body may be arched in strong extension and supported 
only on the head and heels, constituting opisthotonos ; it may be 
strongly arched forward (eTrvprostliotonos)^ or laterally (pleuros- 
tJwUmos), or it may be rigidly straight (orthotonos). The symp- 
toms of tetanus set in at a variable period after inoculation — 
from a few hours to several days. The duration of the disease 
likewise varies from a few days to several weeks. Recovery is 
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exceptional. Towards the cloee of life or even after death, the 
temperature may rise to an extraordinary iieight. 
How are hysterical trismuB and opisthotonos to be dutingiilahed 
from tetanus ? 
Hysteria is nii unruly disease, tlie syiiiptoiiiE of which ai'e 
disorderly in appearance, wliile the symptuma of tetanus appear 
in fairly regular soccession. Should trismuf or opi^tliotonos 
develop aa a uianifeslation of hysteria, it is likely to bn aseo- 
cialed with other syniptoiiia of hysteria. The paroxyaiiiB remit 
and recur and do uut go ou lo a fatal termination. 

How is strychnine-pouoning to be distingnished from tetanas? 

Ntryehniue-poisoning gives rise to some of the mauifestationK 
of tetanus. If trismus develops iii strychnine-poisoning, it does 
so late ; in tetanus, it is one of the first symptoms. 

The convulsions of stryclinine-poisoning are intermittent, hnl 
may be induced by external irritation ; those of tetanus are 
continuous, with paroxysmal exacerbations ; inquiry into the 
history of the case may elicit important evidence. 

How are hemorrhage into the spinal membranes and tetanns 
to be differentiated ? 

Meningeal hemorrhage Is sudden, tetanus gradual, in onset, • 
Pain is a more prominent symptom in hemorrhage than in 
tetanus. Trismus is want! ng in hemorrhage ; it is characteristic 
of tetanus. Spasm is constant in tetanus, with exacerbations ; 
inlerniiLtent in meningeal hemorrhage. 

How are acnte spinal meningitis and tetanus to be differ- 
entiated T 

Meningitis sets in nbruplly with a chill, followed by elevation 
of temperature ; tetanus is of gradual development, usually 
alter nn injury, and is at the outset unattended with elevation 
of temperature. Trismus is characteristic of tetanus, but ex- 
ceptional in meningitis. 

The convulsions of tetanus are excited by slight pcriphernl 
irrilfttion ; the muscular contractions of meningitis are induced 
by efforts at movement. 

Tetanus is far more commonly fatal than is meningitis. Motor 
aud sensory impairment are common sequela; of meningitis. 
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Tetany. 

What is the etiology of tetany ? 

THa/ny is most coinmon In infancy and early adult life, when 
males are more prone to the disease than females. Occurring 
later in life, females are affected in larger proportion. In some 
cases, an hereditary influence can be made out. In many, 
diarrhea is an exciting cause. In others, the disease has been 
preceded by one of the acute infectious diseases. Pregnant or 
nursing women seem especially predisposed. The disease has 
been observed to develop in a considerable number of cases fol- 
lowing removal of the thyroid gland. It has also been seen in 
association with dilatation of the stomach. In children it is 
often associated with rachitis, laryngismus stridulus, carpo-pedal 
spasm and convulsions. Other possible causes are exposure to 
cold and blows and injuries. Epidemics of the disease have 
been observed. 

Wliat are tlie symptoms of tetany? 

Tetany is an affection characterized by muscular spasm, of 
symmetrical distribution, which usually begins and is most 
marked in the extremities. 

The spasm may be continuous, remittent or intermittent. 

A paroxysm may be induced by compression of the vessels 
and nerves of a part. 

At the onset of the attack, there may be headache, vomiting, 
spinal pain, numbness and tingling. There may be moderate 
elevation of temperature. 

In the intervals between paroxysms, the mechanical excita- 
bility and electric irritability of nerve and muscle are height- 
ened. The disease may continue for a period ranging from a 
few days to several months. 

Cases in which the spasm is intermittent are longer in dura- 
tion than those in which the spasm is continuous. 

How are tetany and tetanus to be distinguished ? 

The spasm of tetany is more likely than that of tetanus to 
be intermittent. Trismus is an early symptom of tetanus ; if 



850 ESSENTIALS OF DIAGNOSIS. 

it occurs at all in tetany, it appears late. The participation of 
the extremities in the spasm is a feature of tetany. 



Hydrophobia. 

What are the clinical features of hydrophobia? 

Hydrophobia results from the inoculation of man with rabies 
of animals. The infection is usually transmitted by the saliva 
of a mbid beast, as a dog, a cat, a fox, or a wolf, through 
a bite or a preexisting wound. The period of incubation of 
hydrophobia is extremely variable, but is on an average from 
six to ten weeks. During this time, the primary wound may 
have healed, and no symptom have been present. Local 
pain may be perceived preceding the development of the dis- 
ease proper, with the onset of which there are a sense of 
malaise, mental depression and slight difficulty in swallowing. 
Sleep is impaired and there may be respiratory spasm. The 
stomach now becomes intolerant, rejecting everything intro- 
duced. The muscular spasm extends and cutaneous hyperes- 
thesia becomes manifest. External stimuli readily induce 
convulsions. The mental distress becomes intense. The tem- 
perature is elevated. Priapism may occur. Albumin and 
sugar are sometimes found in the urine. Ultimately, jmralytic 
l)henomena may supervene. Death may result from exhaus- 
tion, by reason of the inability to retain food, and the violence 
of the convulsions ; from suffocation, as a result of respiratory 
spasm ; or from heart-failure. 

How are lyssophobia or pseudo-hydrophobia and true hydro- 
phobia to be differentiated? 
Persons who have been bitten by animals, rabid or not, 
develop a state of fear and dread, sometimes difficult to dyj- 
tinguish from true hydrophobia. Usually, however, the laryn- 
geal and pharyngeal spasm characteristic of hydrophobia is 
wanting, while judicious moral assurance may cause a dissipa- 
tion of the symptoms. 
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How are hydrophobia and tetanus to be differentiated? 

In hydrophobia there is the history of a bite, with a long period 
of incubation ; in tetanus of wound-infection with earth, and a 
short period of incubation. In hydrophobia, respiratory and 
pharyngeal spasm is an early manifestation ; in tetanus, trismus 
is among the first symptoms. In the former all food is rejected ; 
in the latter, if food can be introduced into the mouth, there is 
no difficulty of retention. Tetanus does not present the inten- 
sity of mental distress and disturbance encountered in hydro- 
phobia. 

Aural Vertigo— Labyrinthine Vertigo. 

What is aural vertigo ? 

Meiiiere^s disease, aural or labyrinthine vertigo, is an affection 
dependent upon a pathologic condition of the terminal fibers 
of the auditory nerve in the labyrinth. The disease of the 
labyrinth may be inflammatory, gouty, syphilitic or degenera- 
tive. The symptoms occasioned are impairment of hearing, 
tinnitus aurium and vertigo. The last is aggravated in parox- 
ysms, in which in addition there are nausea and vomiting, with 
pallor of the fkce and cold sweats. The patient may fall to 
the ground and the vertigo be so intense that he is temporarily 
unable to arise. 

How are epilepsy and aural vertigo to be differentiated ? 

Epilepsy is, and aural vertigo is not, attended with muscular 
spasms and loss of consciousness. In the intervals between 
the paroxysms of aural vertigo some degree of dizziness persists 
and there are also impairment of hearing and tinnitus aurium, 
which are not accompaniments of epilepsy. 

Exophthalmic Gtoiter. 

What are the symptoms of exophthalmic goiter ? 

Exophthalmic goiter, also called Qraves'^s diseaae and Basedow^s 
disease, is an affection characterized by increased frequency of 
action and palpitation of the heart, protrusion of the eyeballs 
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null cnlui'geiueiit of Ihe thjroid glaad. Its pathology is not yel 
established. It is cliDivally n vaeo-uiotor ataxia, aod has long 

coDEidereU a diaeaee of the sympatlietic nervous syGt«in, 
especially of the cervical ganglia. There is growing evidence, 

ver, that Lhe disease is dependent upon a lesion of the floor 
of the fourth ventricle, with which many of the syiuptomB would 



The disease is more common in females than in males, and 
I adult life tlmo at any other period. In some cases a neuiTH 

[>athic heredity ciiu be traced. The exciting cause is usually 

mental emotion, shock, grief, anxiety. 




Palpitation nf the heart, lueociated wilb or independoni nf 
in organic lesion, is one of the cftrKosl Ej-tDptons. Tbe action 
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of the heart is increased both in frequency and in energy, and 
is often extremely irregular. The tachycardia and the palpita- 
tion may reach a high degree of intensity, the pulse sometimes 
exceeding 140 in the minute. There may also be evident pulsa- 
tion in the arteries and a bruit in the vessels of the neck. 

Anemia is often an early symptom. In the progress of the 
case, the eyes protrude and the thyroid gland becomes enlarged. 

The exophthalmos and the goiter may each be symmetrical 
or unilateral ; the protrusion and the enlargement, respectively, 
are not uncommonly greater upon the right side. In some 
cases, the upper lids are retracted, displaying the sclerotic, and 
do not follow the eyes when the glance is depressed. This lag- 
ging of the lids is called " Von Graefe's sign." 

Over the enlarged thyroid gland a blowing systolic bruit is 
usually to be heard. The goiter frequently pulsates ; it is at first 
usually elastic ; ultimately it may become firm. The appearance 
of the goiter may be intermittent ; when permanent, the en- 
largement may undergo spontaneous variation. 

Among other symptoms are nystagmus, tremor of the ex- 
tremities, an abnormal sense of heat, flushing and perspiration. 
It has been stated that the bodily electric resistance is dimin- 
ished. Various cutaneous affections have been noted. In 
women, menstruation is commonly deranged. 

In some cases, albuminuria, in others, diabetes has been 
observed. Hemoptysis, hematuria, hematemesis and other 
hemorrhages, and sometimes purpura, occur. Mental changes 
are not uncommon. Mania is an occasional complication. 

Exophthalmic goiter is not directly fatal. Spontaneous re- 
covery is possible. Temporary exacerbations take place. 

What are the features distinguishing exophthalmic goiter 
from simple goiter? 

Occasionally, the enlargement of the thyroid gland may be 
the first symptom of exophthalmic goiter observed. The bruit 
heard over the gland in exophthalmic goiter is wanting in the 
simple enlargement. Then, investigation will disclose the exist- 
ence of palpitation and examination will reveal increased rapidity 
of the action of the heart, with the development, in the progress 
23 
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of the case, of protrusion of the eyes and the other symptoms 
of exophthahnic goiter. Even before the heart is much dis- 
turbed, there may be a tendency to flushing of the face, and occa- 
sionally red blood-cells may be found in the urine. 

Cretinism. 

What is cretinism? 

Oretinisni is a morbid condition, occurring endemically or 
sporadically and manifested by characteristic mental and phys- 
ical abnormalities. The body is undersized ; the head is bread, 
but shallow ; the eyes are far apart and the nose is flat ; the lips 
are thick ; the tongue is sometimes enlarged ; the hands are 
broad and spade-like ; the skin is dry, rough and wrinkled ; the 
aspect is that of age ; the hair is straight and stiff"; the intelli- 
gence is feeble, even to the degree of idiocy ; masses of fat 
sometimes appear in the posterior triangles of the neck ; the 
thyroid gland is often enlarged ; it is sometimes wanting. In a 
number of cases premature ossification of the occipito-sphenoidal 
suture has been found. Some members of families in which 
cretinism existed have presented goiters. 

Myxedema. 

What are the clinical features of myxedema ? 

Myxedema is a peculiar condition, apparently more common 
in women than in men, in which a mucoid substance is found 
in the subcutaneous tissue in various parts of the body, in asso- 
ciation with anemia, atrophy of the thyroid gland and mental 
impairment. The condition has been termed sporadic cretinoid' 
ism in distinction from sporadic cretinism. 

The patient becomes dull, stupid and irritable ; speech thick 
and hesitant ; the memoi'y enfeebled. Movement is awkward and 
clumsy, and there is undue readiness of fatigue. SensibiUly is 
impaired, while abnormal sensations of heat and of chilliness 
are perceived. There may be visible flushing. 

The heart is slow and feeble, the respiration sluggish, with 
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breathlessDess on exertion ; the temperature is, as a rule, sub- 
normal ; the appetite is impaired, and taste is deranged ; the diges- 
tion is enfeebled ; the nutrition is poor ; the urine is altered in 
quantity, and late in the disease may be albuminous. 

The face is pallid and pufty, and of roundish ("full-moon") 
outline ; the expression is dull and stupid ; the thyroid gland is 
diminutive or absent. The skin is thickened, dry, rough, some- 
times scaly, somewhat translucent in appearance, of a doughy 
consistence, but with a certain degree of elasticity ; there is no 
edema and no pitting on pressure ; perspiration is diminislied. 
The hands^ if affected, become square or "spade-shaped ;" the 
fingers clubbed ; and the nails brittle and distorted. The kair 
is dry and harsh and brittle, and may fall out. 

In the progress of the case, mental and physical failure 
increase, irritability becomes marked, hallucinations develop, 
stupor sets in and death may take place in coma, from exhaus- 
tion or from uremia. 

A condition resembling myxedema, occurring in circumscribed 
areas in various situations — cax^Jiexia strumipriva^ has been in- 
duced in man and in animals by removal of the thyroid gland. 

How are myxedema and scleroderma to be differentiated? 

In a given case the diagnosis between myxedema and sclero- 
derma may be exceedingly difficult. In scleroderma, however, 
the skin is brawny and indurated ; not elastic and doughy, as 
in myxedema. Jn scleroderma, too, the thyroid gland remains 
unalfected, while the mental phenomena of myxedema are 
wanting. The histologic changes in the two conditions differ : 
in scleroderma, there is hyperplasia of the subcutaneous con- 
nective tissue ; in myxedema, there is a mucoid deposit or 
degeneration. 

Akromegalia. 

What is akromegalia? 

Akromegalia or Marie^s disease is a morbid condition that has 
been described by Marie, which is especially characterized by 
hypertrophy of the bones of the hands and feet and face. 
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Some of the fibro-cartilages, as those of the ear and larynx, also 
become enlarged. The related soft parts undergo corresponding 

enlargement. There develop 
^'®» ^^' decided weakness and slis^ht 

muscular atrophy. The inter- 
osseous spaces become exagger- 
ated. Owing to the enlarge- 
ment of the inferior maxillary 
and the frontal bones, the face 
assumes a peculiarly elongated, 
elliptical outline. The hyper- 
trophy of the nasal bones gives 
the nose a thickened appearance. 
The enlargement of the malar 
bones increases the normal tem- 
poral fossse. The enlargement 
of the frontal sinuses and the 
projection of the superciliary 
ridges give the forehead a re- 
treating appearance. The chin 
is prominent and the lower teeth 
project beyond the plane of the 
upper teeth. The tongue is en- 
larged and thickened. The lips 
and eyelids may also be thick- 
ened. The enlargement of the 
hands involves their width more 
than their length. The nails 
may present longitudinal siria- 
tion. There are increased thirst, 
usually polyuria, and sometimes 
glycosuria. The appearance may 
be cachectic, the conjunctivse 
icteric. There is commonly 
spinal curvature, usually a cer- 
vico-dorsal kyphosis, with a 
compensatory lumbar lordosis. 
The abdomen may be protuber- 




Akromegalia. (After Marie.) 
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ant. The stature is often increased. The skin ma}' be pig- 
mented. There may be severe spontaneous pain ; headache is 
common. There may be somnolence. In some cases, varicose 
veins and hemorrhoids have been observed. In individual cases, 
there has been hemianopsia, limitation of the visual fields, blind- 
ness or deafness. In women, menstruation is usually deranged. 
The thyroid gland may be atrophied or hypertrophied. The 
disease appears most commonly in young adults and is chronic 
in course. 

How does akromegalia differ from osteitis deformans, Paget*s 
disease ? 

The disease called by Sir James Paget osteitis deformans 
more especially involves the long bones, which, while they 
become enlarged, also become distorted, with resulting defor- 
mities ; akromegalia displays a predilection for the small bones 
of the hands and feet and face, and is unattended with distor- 
tion and deformity. In osteitis deformans, as a result of the 
enlargement of the cranial hones^ the face presents a trianjjular out- 
line, with the base above and the apex below ; in akromegalia 
the enlargement of the hones of the face occasions a characteristic 

Fig. 55. 




1 ^^ 3 

Outline of the Face, 1, in myxedema ; 2, in akromegalia ; 3, in osteitis deformans. 

(Marie.) 

elongated, elliptical outline. In akromegalia there may be an 
increase in stature ; in osteitis deformans there is more likely to 
be a diminution. The former appears early, between fifteen 
and thirty-five ; the latter, later, after forty. Akromegalia may 
appear in several members of one family ; osteitis deformans 
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does not. The invasion of akromegalia is symmetrical ; that of 
osteitis deformans is indiscriminate. 

How are akromegalia and myxedema to be differentiated? 

The enlargement that appears in myxedema is dependent 
upon changes in the skin and subcutaneous soft structures ; 
while the enlargement of akromegalia is due to a hyperplasia 
of bone. In the latter, the skin is healthy and mobile ; in the 
former, it is thickened and adherent. In myxedema, in contrast 
to akromegalia, the hands and feet may be entirely uninvolved. 
In myxedema the face is almost round, "moon-shaped;" in 
akromegalia it is elliptical and elongated, with a prominent lower 
jaw, prominent malar processes and prominent nasal bones. 

How IB akromegalia to be discriminated from pulmonary hyper- 
trophic osteo-arthropathy ? 

Under a name signifying ^^hypertrophic disease of hones and 
joints in association with pulmonary lesion^'''' Marie has discrimi- 
nated a group of cases presenting, in connection with empyema, 
pleurisy, chronic bronchitis, tuberculous disease of the lungs, 
and possibly other disease of the lungs and their appendages, 
skeletal changes somewhat resembling those of akromegalia. 

There are kyphosis, enlargement of the distal epiphyses of 
the bones of the forearm and of the leg, and, most characteristic, 
an enlargement in all directions of the distal phalanges of both 
fingers and toes, with the peculiar curvation of the nails that 
gives rise to the so-c«alled Hippocratic finger. The lower jaw 
projects, but not so markedly as in akromegalia, and the other 
facial bones are not enlarged ; on the contrary, the features are 
usually sharpened. 

There is commonly dulness on percussion over the manubrium 
sterni, supposably dependent upon the persistence of the thymus 
gland. The thyroid gland may be wanting. 

Akromegalia. PrLMOXART osteo- arthropathy. 

Stature heightened. Stature not heightened. 

Cervioo-dorsal kyphosis. Dorso-lumbar kyphoeis. 

Projection of abdomen. No projection of abdomen. 

Enlargement of face. No enlargement of face. 

Macroglossia. Tongue not enlarged. 
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Akrome(}alia. 

Hands broadened — spade-like. 
Digits uniformly enlarged. 
Nail short, broad, flat, not reach- 
ing end of finger. 

Epiphyseal enlargements uncom- 
mon. 

Polyuria and disturbance of special 
senses. 



Pulmonary ostbo-arthropathy. 

Hands lengthened — not spade-like. 

Terminal phalanges enlarged. 

Hippocratic nail— curved, longi- 
tudinally striated, overlapping 
finger, ** par rot-beak -like." 

Epiphyseal enlargements the rule. 

Intra-thoracic disease. 
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ABORTIVE typhoid fever, 38 
Abscess, cerebral, 323 
Abscess, cerebral, differentiated 
from — 
cerebral meningitis, 323 
tumor of the brain, 323 
Abscess, genito- urinary, 249 
Abscess, lumbar, differentiated 
from — 
perityphlitis, 210 
typhlitis, 210 
Abscess of the kidney, 268 
A bscess of the kidney differentiated 

from perirenal abscess, 269 
Abscess of the liver, 228 
Abscess of the liver differentiated 
from — 
actinomycosis of the liver, 229 
carcinoma of the liver, 229 
hydatid cyst of the liver, 235 
occlusion of the biliary passages, 

•228 
pleuritic effusion, 156 
Abscess of the mediastinum differ- 
entiated from aneurism of the 
aorta, 132 
Abscess of the right ovary differen- 
tiated from — 
perityphlitis, 210 
typhlitis, 210 
Abscess of the spleen differentiated 

from pleuritic effusion, 156 
Abscess, perirenal, 269 
Abscess, perirenal, differentiated 

from abscess of the kidney, 269 
Abscess, pulmonary, differentiated 
from — 
bronchiectasis, 160 
pulmonary gangrene, 168 
pulmonary infarction, 167 
pulmonary tuberculosis, 176 
Abscess, retro-pharyugeal, 194 



Abscess, retro-pharyngeal, differen- 
tiated from membranous croup, 
144 

Acetone in the urine, test* for the 
presence of, 260 

Acid, hydrochloric, free, in the gas- 
tric contents, tests for, 196 

Acids, biliary, in the urine, 247 

Actinomycosis, 83 

Actinomycosis of the liver differen- 
tiated from abscess of the liver, 
229 

Action of the heart, 111 

Acute alcoholism, 335 

Acute anterior poliomyelitis, 290 

Acute ascending paralysis, 291 

Acute bronchitis, 157 

Acute bulbar palsy, 296 

Acute catarrhal pharyngitis, 188 

Acute croupous pneumonia, 163 

Acute dysentery, 206 

Acute edema of the larynx, 139 

Acute endocarditis, 128 

Acute enteritis, 203, ^ 

Acute gastric catarrh, 197 

Acute gastritis, 197 

Acute general disease differentiated 
from cerebral meningitis, 316 

Acute gout, 91 

Acute hepatitis, 225 

Acute indigestion, 197 

Acute infective jaundice, 62 

Acute intestinal catarrh, 203 

Acute laryngitis, 138 

Acute mania, 317, 386 

Acute miliary tuberculosis, 177 

Acute nasal catarrh, 136 

Acute nephritis, 265 

Acute pancreatitis, 241 

Acute pericarditis, 127 

Acute peritonitis, 219 

Acute phlegmonous pharyngitis, 1 
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Acute pleurisy, 153 

Acute rheumatism, 87 

Acute synovitis, 88 

Acute tuberculous laryngitis, 140 

Acute tuberculous pbaryne^tis, 189 

Acute yellow atrophy of the liver, 

226 
Addison's disease, 107 
Ague-cake, 57 
Ague, dumb, 56 
Air-passages, obstruction of, diflfer- 

entiated from croup, 146 
Akromegalia, 355 
Akromegalia diflferentiated from — 
myxedema, 358 
osteitis deformans or Paget's 

disease, 357 
pulmonary hypertrophic osteo- 
arthropathy, 358 
Akromikria, 314 
Albumin in urine, tests for, 250 
Albuminuria, 250 
Alcoholic intoxication differentiated 

from cerebral hemorrhage, 326 
Alcoholism, acute, differentiated 

from sunstroke, 335 
Ambulatory typhoid fever, 38 
Amyloid disease of the liver, 231 
Amyloid disease of the liver differ- 
entiated from — 
carcinoma of the liver, 232 
cirrhosis of the liver, 231 
Amyloid kidney, 266 
Amyotrophic lateral sclerosis, 292 
Analgesic panaris, 312 
Anamnesis, 19 
Anemia, 86 
Anemia, cerebral, 320 
Anemia differentiated from cerebral 

tumor, 331 
Anemia, idiopathic, 98 
Anemia, infantile pseudo-leukemic, 

103 
Anemia, lymphatic, 101 
Anemia of the spinal cord, 287 
Anemia, pernicious, 98 
Anemia, simple, 97 
Anemia, splenic, 97 
Anesthesia, 273 
Anesthetic leprosy, 314 
Aneurism, intracranial, 331 
Aneurism of the aorta differentiated 

from abscess of the mediastinum, 

132 



Aneurism of the aorta differentiated 
from — 
aortic incompetency, 132 
dilatation of the auricle, 132 
intra- thoracic tumor, 131 

Aneurism, thoracic, 131 

Angina, 188 

Angina pectoris, 118 

Angina pectoris differentiated from — 
intercostal neuralgia, 119 
tachycardia, 117 

Angina, ulcero-membranous, 192 

Anthrax, 81 

Aorta, aneurism of, 131, 132 

Aortic incompetency or regurgita- 
tion, 124 

Aortic obstruction, 123 

Apex-beat of the heart, 109 

Aphonia, hysterical, 139 

Aphthous stomatitis, 184 

Appendicitis, 209 

Appendicitis, differential diagnosis 
of, 210 

Arachnitis, 315 

Ardent fever, 31 

Arsenical poisoning differentiated 
from Asiatic cholera, 50 

Arterlo-capillary fibrosis, 132 

Arthritic muscular atrophy, 299 

Arthritis deformans, 94 

Arthritis, rheumatoid, 94 

Arthritis, syphilitic, 89 

Ascaris lumbricoides, 217 

Asiatic cholera, 49 

Asphyxia differentiated from cere- 
bral hemorrhage, 327 

Asphyxia, local, 133 

Asthma, 183 

Asthma differentiated from — 
an asthmatoid condition, 183 
chronic edema of the larynx, 140 
laryngismus stridulus, 141 
paralysis of the diaphi*agm, 184 
whooping-cough, 184 

Ataxia, 272, 273 

Ataxia, Friedreich's, 304 

Ataxia, locomotor, 800 

Ataxic paraplegia, 303 

Ataxic paraplejria, hereditary, 304 

Atelectasis differentiated from ca- 
tarrhal pneumonia, 163 

Atrophy, muscular, arthritic, 299 

Atrophy, muscular, progressive, 292, 
293 
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Atrophy, muscular, progressive, dif- 
ferentiated from — 
acute anterior poliomyelitis, 

395 
cervical pachymeningitis, 286 
chronic myelitis, 290 
simple idiopathic muscular 

atrophy, 299 
syringomelia, 312 
Atrophy, muscular, simple idio- 
pathic, 298 
Atrophy, muscular, simple idio- 
pathic, differentiated from — 
prc^ressive muscular atrophy, 

pseudo-hypertrophic muscular 
paralysis, 299 
Atrophy, yellow, acute, of the liver, 

226 
Atrophy, yellow, acute, of the liver 
differentiated from — 
catarrhal Jaundice, 237 
phosphorus-poisoning, 227 
typhoid fever, 227 
yellow fever, 61 
Aural vertigo, 351 
Auricle, dilatation of, 120 
Auscultation, 150 
Auscultation of the heart-sounds, 

110 
Auscultatory percussion, 150 
Autumnal catarrh, 137 



BASEDOW'S disease, 351 
Beri-beri, 276 

Bile-duct, common, compression of, 
237 

Biliary acids in the urine, 247 

Biliary calculi, 2:^8 

Biliary passages, carcinoma of, 239 

Biliary passages, occlusion of, 228 

Black tongue, 188 

Bladder, neoplasms of, 262 

Blood, 95 

Blood-casts of the uriniferous 
tubules, 252 

Blood in disease, 104 

Boettger's test for the presence of 
sugar in the urine, 259 

Bone, disease of, differentiated from 
neuritis, 276 

Bothriocephalus latus, 216 

Bowel, invafifination or intussuscep- 
tion of, 212 



Bowel, perforation of, in typhoid 

fever, 40 
Break-bone fever, 76 
Breathing, superior intercostal, dif- 
ferentiated from paralysis of the 
phrenic nerve, 281 
Bronchial glands, tuberculosis of, 

177 
Bronchiectasis, 160 
Bronchiectasis differentiated from — 
catarrhal pneumonia, 160 
pulmonary abscess, 160 
pulmonary gangrene, 160 
pulmonary tuberculosis, 176 
Bronchitis, acute, 157 
Bronchitis, acute, differentiated from 

acute miliary tuberculosis, 158 
Bronchitis, capillary, 161 
Bronchitis, capillary, differentiated 
from — 
acute miliary tuberculosis, 161 
catarrhal pneumonia, 162 
Bronchitis, chronic, 158 
Bronchitis, chronic, differentiated 
from — 
interstitial pneumonitis, 159 
pulmonary tuberculosis, 159 
Bronchitis, plastic or fibrinous, 159 
Bronchitis, putrid, 159 
Bronchophony, 152 
Broncho-pneumonia, 162 
Brow-ague, 57 



CACHEXIA, malarial, 56 
Cachexia strumipriva, 355 
Calculi, biliary, 2SS 
Calculi, biliary,differentiated from — 
carcinoma of the biliary pass- 
ages, 239 
catarrhal jaundice, 237 
Calculus, renal, 264 
Calculus, vesical, 262 
Cancrum oris, 186 
Capillary bronchitis, 161 
Caput Medusae, 230 
Carcinoma of the biliary passages 
differentiated from biliary calculi, 
239 
Carcinoma of the cecum differenti- 
ated from — 
perityphlitis, 211 
typhlitis, 211 
Carcinoma of the intestine, 213 
Carcinoma of the liver, 232 
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CarciDoma of the liver diflferentiated 
from — 
abscess of the liver, 229 
amyloid disease of the liver, 232 
carcinoma of the omentum, 233 
carcinoma of the stomach, 233 
Carcinoma of the omentum differen- 
tiated from — 
carcinoma of the liver, 233 
carcinoma of the stomach, 202 
Carcinoma of the stomach, 200 
Carcinoma of the stomach differ- 
entiated from — 
carcinoma of the liver, 233 
carcinoma of the omentum, 202 
carcinoma of the pancreas, 202 
chronic gastritis, 203 
sarcoma of the omentum, 202 
ulceration of the stomach, 201 
Carcinoma, pulmonary, differenti- 
ated from pulmonary tubercu- 
losis, 175 
Cardiac impulse, 109 
Caries of the vertebrae differentiated 
from tumor of thespinal cord, 311 
Casts of the uriniferous tubules, 251 
Catarrh, epidemic, 32 
Catarrh, gastric, acute, 197 
Catarrh, gastric, chronic, 198 
Catarrh, gastro-intestinal, differenti- 
ated from pernicious malarial 
fever, 58 
Catarrh, intestinal, acute, 203 
Catarrh, intestinal, chronic, 206 
Catarrhal croup, 142 
Catarrhal fever, 32 
Catarrhal jaundice, 237, 238 
Catarrhal pharyngitis, acute, 188 
Catarrhal pneumonia, 162 
Catarrhal stomatitis, 184 
Cavity, pulmonary, differentiated 

from pneumothorax, 182 
Cecum, carcinoma of, 211 
Cerebellar tumor, 302, 304 
Cerebral abscess, 322 
Cerebral anemia, 320 
Cerebral congestion, 325 
Cerebral disease differentiated from 

epilepsy, 342 
Cerebral disease, paralysis of, differ- 
entiated from the paralysis of hys- 
teria, 345 
Cerebral embolism, 328 
Cerebral functions, alterations in, in 
disease of the nervous system, 275 



Cerebral hemorrhage, 323 

Cerebral hyi)eremia, 321 

Cerebral membranes, hemorrhage 

into, 318 
Cerebral meningitis, 315 
Cerebral softening, 327 
Cerebral thrombosis, 329 
Cerebral tumor, 330 
Cerebritis, 322 

Cerebritis differentiated from cere- 
bral meningitis, 322 
Cerebro-spinal fever, 45 
Cerebro-spinal fever differentiated 
from — 

cerebral meningitis, 317 

tetanus, 47 

torticollis, 47 

typhoid fever, 48 

typhus fever, 47 

variola, 48 

yellow fever, 48 
Cerebro-spinal sclerosis, 305 
Cervical pachymeningitis, 286 
Charbon, 81 
Chickenpox, 73 
Chickenpox differentiated from — 

measles, 73 

smallpox, 73 

varioloid, 73 
Chlorosis, 98 
Cholangitis, 236 
Cholecystitis, 236 
Cholera Asiatica. 49 
Cholera Asiatica differentiated from 

cholera morbus, 50, 205 
Cholera differentiated from perni- 
cious malarial fever, 58 
Cholera infantum, 206 
Cholera infectiosa, 49 
Cholera morbus, 205 
Cholera morbus differentiated from 

cholera Asiatica, 50, 205 
Cholera nostras, 205 
Chorea, 340 
Chorea differentiated from epilepsy, 

343 
Chorea, hereditary, 341 
Chorea, Huntingdon's, 341 
Chronic bronchitis, 158 
Chronic dysentery, 208 
Chronic edema of the larynx, 140 
Chronic enteritis, 206 
Chronic gastric catarrh, 198 
Chronic gastritis, 198 
Chronic gout, 92 
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Chronic interstitial nephritis, 266 

Chronic intestinal catarrh, 206 

Chronic laryngitis, 146 

Chronic myelitis, 289 

Chronic nephritis, 331 

Chronic parenchymatous nephritis, 

265 
Chronic rheumatism, 90 
Chronic tuberculosis of the larynx, 

147 
Chyluria, 253 
Cirrhosis of the liver, 229 
Cirrhosis of the liver differentiated 
from — 
amyloid disease of the liver, 231 
catarrhal jaundice, 238 
chronic perihepatitis, 236 
Clavus hystericus, 344 
Colic, hepatic, intestiml and renal, 

differential diagnosis of, 239 
Colic, intestinal, differentiated from 

acute peritonitis, 220 
Color of urine, 243 
Coloring-matter, biliary, in urine, 

246 
Common membranous sore-throat, 

192 
Complications in disease, 22 
Compression- myelitis differentiated 

from hemorrhage into the spinal 

cord, 310 
Compression of the common bile- 
duct differentiated from catarrhal 

jaundice, 237 
Compression, spinal, 309 
Compression, spinal, differentiated 

from chronic myelitis, 310 
Confluent smallpox, 70 
Congenital spastic paraplegia, 319 
Congestion, cerebral, differentiated 

from cerebral hemorrhage, 325 
Congestion of the liver, 2M 
Congestion, pulmonary, differenti- 
ated from croupous pneumonia, 

166 
Constitution of urine, 242 
Constitutional signs, 19 
Consumption, galloping, 169, 174 
Continued fever, 30 
Convulsion, 273 
Cord, spinal, anemia of, 287 
Cord, spinal, hyperemia of, 287 
Coryza, 136 

Coryza differentiated from — 
hay-fever, 138 
influenza, 137 



Cramp, writers', 339 
Cretinism, 354 
Cretinoidism, sporadic, 354 
Croup, catarrhal, 142 
Croup differentiated from obstruc- 
tion of the air-passages, 145 
Croup, membranous, 143 
Croup, membranous, differentiated 
from— 

diphtheria, 80 

retro-pharyngeal abscess, 144 

spasmodic croup, 144 

whooping-cough, 145 
Croup, spasmodic, 142 
Croup, spasmodic, differentiated 
from — 

edema of the larynx, 143 

laryngismus stridulus, 142 

membranous croup, 144 
Croupous enteritis, 205 
Croupous pneumonia, 163 
Cystitis, 249, 261 
Cystitis differentiated from — 

nephritis, 261 

pyelitis, 263 



DATA for diagnosis, 24 
Deep reflexes, 274 
Degeneration, fatty, of the heart, 

121 
Degeneration of the diaphragm, 281 
Degeneration, reaction of, 274 
Delirium tremens, 335 
Delirium tremens differentiated 
from — 
acute mania, 336 
' cerebral meningitis, 336 
Dengue, 76 

Dengue differentiated from — 
influenza, 77 
scarlet fever, 77 
Dextrocardia, 115 
Diabetes insipidus, 256 
Diabetes insipidus differentiated 
from — 
chronic interstitial nephritis, 257 
diabetes mellitus, 261 
hysterical polyuria, 257 
Diabetes mellitus, 257 
Diabetes mellitus differentiated 
from — 
diabetes insipidus, 261 
Morvan's disease, 314 
Diacetic acid in the urine, tests for 
the presence of, 260 
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Diacetoria, 260 
Diagnosis, 17 

Dia^osis bj ezclaaion, 21 
Dia^D06i8 by the bistorical or em- 
pirical metbod, 20 
Diagnosis by tbe inductiYe metbod, 

20 
Diagnosis by tbe metbod of patbo- 

logical association, 20 
Diagnosis, data for, 24 
Diagnosis, direct, 20 
Diagnosis, discriminative or differ- 
ential, 21 
Diagnosis, physical, 147 
l>iaphragm, degeneration of, differ- 
entiated from paralysis of the 
phrenic nerve, 281 
Diaphragm, inflammation of, dif- 
ferentiated from paralysis of the 
phrenic nerve, 281 
Diaphragm, paralysis of, 184 
Diaphragmatic hernia, 182 
Differential diagnosis, 21 
Digestion, duration of, 195 
Digestive system, 184 
Dilatation of the auricle differenti- 
ated from aneurism of the aorta, 
132 
Dilatation of the heart, 120 
Dilatation of tbe heart differentiated 
from — 
fatty degeneration of the heart, 

121 
hypertrophy of the heart, 120 
pericardial effusion, 121 
Dilatation of the stomach, 109 
Diphtheria, 77 

l)i|)htherla differentiated from— 
coininon membranous sore- 

tbroat, 192 
gangrenous sore- throat, 193 
nicmbrunouH croup, 80 
scarlot fever, 78 
stomatitis, 80 
tonsillitis, 79 
Diphtheroid throat, 192 
Diplegia, 272 
Direct diagnosis, 20 
Discrete smallpox, 70 
Discriniinative diagnosis, 21 
Disseminated neuritis, 276 
Disseminated sclerosis, 305 
Distention of the gall-bladder differ- 
entiated ft*om hydatid cyst of the 
liver, 235 



Dmg-effects, 23 
Dumb ague, 56 

Duplication of tbe heart-sounds, 111 
Daratiou of digestion, 195 
Dysentery, acute, 206 
l^^ntery, acate, differentiated 
from — 

acute enteritis, 207 

intussusception of the bowel , 207 

typhoid fever, 207 
Dysentery, chronic, 208 



ECLAMPSIA differentiated from 
epilepsy, 343 
Edema of the larynx, acute, 139 
Edema of the larynx, chronic, 140 
Edema of the larjmx differentiated 
from — 
asthma, 140 
spasmodic croup, 143 
Edema, pulmonary, differentiated 

from pneumonia, 166 
EflSciency of the heart, 112 
Effusion, pericardial, differentiated 
from — 
dilatation of the heart, 121 
pleuritic effusion, 157 
Effusion, pleural, differentiated 
from — 
pneumothorax, 182 
pulmonary emphysema, 181 
Effusion, pleuritic, differentiated 
from — 
abscess of the liver, 156 
abscess of the spleen, 156 
hydatid cyst of the liver, 155 
hydrothorax, 157 
pericardial effusion, 157 
Egophony, 162 
Electric reactions, alterations in, in 

disease, 274 
Embolism, cerebral, 328 
Embolism, cerebral, differentiated 

from cerebral hemorrhage, 328 
Emphysema, pulmonary, 179 
Emphysema, pulmonary, differenti- 
ated from — 
pleural effusion, 181 
pneumothorax, 180 
Empirical method, diagnosis by, 20 
Emprosthotonos, 347 
Empyema, 153 
Empyema, pulsatory, 153 
Endemic hematuria, 256 
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Endocardial murmurs, 126 
Endocarditis, 128 

Endocarditis, acute, differentiated 
from — 

acute pericarditis, 129 

valvular disease of the heart, 
128 
Endocarditis, mycotic, 129 
Enteric fever, 35 
Enteritis, acute, differentiated 
from — 

acute dysentery, 207 

acute peritonitis, 220 
Enteritis, catarrhal, acute, differen- 
tiated from typhoid fever, 204 
Enteritis, chronic, 206 
Enteritis, croupous, 205 
Enteritis, membranous, 205 
Enteritis, mucous, acute, 203 
Eosinophile leukocytes, 96 
Ephemeral fever, 31 
Epidemic catarrh, 32 
Epidemic cerebro-spinal meningitis, 

45 
Epilepsy, 341 
Epilepsy differentiated from — 

aural vertigo, 351 

cerebral disease, 342 

cerebral tumor, 331 

chorea, 343 

eclampsia, 343 

hysteria, 345 

syncope, 343 

uremia, 267, 343 
Epilepsy, essential, 342 
Epilepsy, idiopathic, 342 
Epilepsy, major, 342 
Epilepsy, minor, 342 
Epistaxis, 136 
Epithelial casts of the uriniferous 

tubules, 252 
Equinia, 80 
Erysipelas, 74 
Erysipelas differentiated from — 

erythema, 75 

herpes zoster, 75 

scarlet fever, 74 

smallpox, 75 
Erythema differentiated from ery- 
sipelas, 75 
Esophagismus, 195 
Esophagus, 194 
Esophagus, stricture of, 194 
Essential epilepsy, 342 
Essential fever, 30 



Examination of urine, 242 
Exclusion, diagnosis by, 21 
Exophthalmic goiter, 351 
Exophthalmic goiter differentiated 
from — 

simple goiter, 353 

tachycardia, 117 



IjlACIAL nerve, paralysis of, 279 
' Family history, 19 

Farcy, 80 

Fatty casts of the uriniferous tubules, 
252 

Fatty degeneration of J,)ie heart dif- 
ferentiated from dilatation of the 
heart, 121 

Fatty infiltration of the liver, 230 

Fatty liver, 230 

Fatty metamorphosis of the liver, 
230 

Febricula, 31 

Febrile temperature, 28 

Fehling's test for the presence of 
sugar in the urine, 259 

Fermentation-test for the presence 
of sugar in the urine, 260 

Fever, 27 

Fever, ardent, 31 

Fever, break-bone, 76 

Fever, catarrhal, 32 

Fever, cerebro-spinal, 45 

Fever, continued, 30 

Fever, enteric, 35 

Fever, ephemeral, 31 

Fever, essential, 30 

Fever, hemorrhagic malarial, 56 

Fever, hepatic intermittent, 239 

Fever, intermittent, 30 

Fever, malarial intermittent, 54 

Fever, malarial remittent, 55 

Fever of suppuration, 57 

Fever, pernicious malarial, 56 

Fever, rag-weed, 137 

Fever, relapsing, 51 

Fever, remittent, 30 

Fever, rheumatic, 87 

Fever, scarlet, 65 

Fever, simple continued, 31 

Fever, specific, 30 

Fever, splenic, 81 

Fever, symptomatic, 30 

Fever, syphilitic, 59 

Fever, thermic, 32, 334 

Fever, typhoid, 35 
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FcYer, tyi^iis, 43 

Fever, yellow, 59 

Fibrinoufl bronchitis, 159 

Fibroid phthisis, 160 

Fibrosis, arterio-capillary, 132 

Filariosis, 253 

Floating kidney, 264 

Floatitig liTer, 223 

Floating spleen, 241 

Florid phthisis, 169, 174 

Follicular tonsilUtis, 191 

Foot-and-mouth disease, 84 

Fremitus, vocal or tactile, 148 

French measles, 68 

Frequency of action of the heart, 1 10 

Friedreich's ataxia, 304 

Frost-bite differentiated from Ray- 
naud's disease, 134 

Functional heart-murmurs, 114 

Functional stricture of the esopha- 
gus, 195 



GALL-BLADDER, distention of, 
335 
Galloping consumption, 169, 174 
Gangrene, pulmonary, 168 
Gangrene, pulmonary, differentiated 
from — 
bronchiectasis, 160 
pulmonary abscess, KiB 
pulmonary tuberculosis, 169 
Gangrene, symmetrical, 138 
Gangrenous pharyngitis, 193 
Gangrenous s^matitis, 186 
Gastralgia, 196 
Gastrectasia, 199 
Gastric catarrh, acute, 197 
Gastric catarrh, chronic, 198 
Gastric contents, free hydrochloric 

acid in, tests for, 196 
Gastric hemorrhage, 175 
Gastric ulcer, 199 
(iastritis, acute, 197 
(jastritis, acute, differentiated IVom— 
acute peritonitis, 219 
intesthial obstruction, li)8 
the gastrio symptoms of acute 
febrile disease or of cerebral 
disease, 197 
Gastritis, chronic, 198 
Gastritis, ehruuic, differentiated 
fn>ni — 
carcinoma of the stomach, 2tKt 
gastric ulcer, *J0t) 



Gastrodynia, 196 
Gastro-enteritis, 204 
Gastro-intestinal catarrh, 58 
General paralysis of the insane, 332 
General signs, 19 
Genito-orinary apparatus, 242 
German measles, 68 
Glanders, 80 

Glanders differentiated from — 
smallpox, 81 
syphUis, 81 
Globus hystericus, 344 
Glossanthrax, 187 
Glossitis, 187 

Glosso-labio-laryngeal paralysis, 292 
Glycosuria, 257 
Goiter, exophthalmic, 351 
Goiter, simple, differentiated from 

exophthalmic goiter, 353 
Gonorrheal synovitis, 88 
Gout, acute, 91 
Gout, acute, differentiated from 

acute rheumatism, 92 
Gout, chronic, 92 
Gout differentiated from rheumatoid 

arthritis, 95 
Grand mal, 342 
Granular casts of the uriniferous 

tubules, 252 
Graves's disease, 351 
Green-sickness, 98 
Grippe, la, 32 



HAIRY tongue, 188 
Hay-asthma, 187 

Hay-fever, 187 

Hay- fever differentiated from co- 
ryza, 138 

Headache differentiated from mi- 
graine, 284 

Headache, sick, 284 

Heart, 109 

Heart, action of. 111 

Heart, action of, intermission of, 111 

Heart, apex-beat of, 109 

Heart-clot, 180 

Heart, dilatation of, 120 

Heart, efficiency of, 112 

Heart, fatty degeneration of, 121 

Heart, functional disturbance of, 116 

Heart, hv^H'rtrophy of, 119 

Heart, irrital>le, 117 

Heart, malformation of, 115 

Heart-murmurs, 112 



IKDEX. 



369 



Heart-murmurs, organic, differenti- 
ated from functional, 114 
Heart-sounds, auscultation of, 110 
Heart, valvular disease of, 121 
Heat-exhaustion, 334 
Heat-exhaustion differentiated from 

heat-fever or sunstroke, 335 
Heat-fever, 334 
Heat-stroke, 334 
Hematuria, 254 
Hematuria, endemic, 256 
Hematuria, malarial, differentiated 
from paroxysmal hemoglobinuria, 
255 
Hemicrania, 284 
Hemiplegia, 272 
Hemocytometry, 95 
Hemoglobinometry, 96 
Hemoglobinuria, 254 
Hemoglobinuria, paroxysmal, 255 
Hemoglobinuria, paroxysmal, dif- 
ferentiated from malaiial hema- 
turia, 255 
Hemophilia, 106 
Hemorrhage, cerebral, 323 
Hemorrhage, cerebral, differentiated 
from — 
alcoholic intoxication, 326 
asphyxia, 327 
cerebral congestion, 325 
cerebral embolism, 328 
cerebral thrombosis, 329 
opium-poisoning, 32(5 
primary lateral sclerosis, 303 
sunstroke, 335 
syncope, 325 
uremia, 326 
Hemorrhage, gastric, differentiated 
/rom pulmonary hemorrhage, 175 
Hemorrhage into the cerebral mem- 
branes, 318 
Hemorrhage into the spinal mem- 
branes, ^6 
Hemorrhage into the spinal mem- 
branes differentiated from — 
spinal hemorrhage, 308 
spinal meningitis, 287 
tetanus, 348 
Hemorrhage, pulmonary, differenti- 
ated from gastric hemorrhage, 175 
Hemorrhage, spinal, 308 
Hemorrhage, spinal, differentiated 
from — 
acute myelitis, 289 
compression-myelitis, 310 
24 



Hemorrhage, spinal, differentiated 
from — 
meningeal hemorrhage, 308 
spinal meningitis, 308 

Hemorrhagic malarial fever, 56 

Hemorrhagic pachymeningitis, 315 

Hemorrhagic smallpox, 71 

Hepatic colic, 239 

Hepatic intermittent fever differen- 
tiated from malarial intermittent 
fever, 239 

Hepatitis, acute, 225 

Hepatitis, acute, differentiated 
from — 
malarial cachexia, 225 
portal phlebitis, 225 

Hepatitis, interstitial, 229 

Hereditary ataxic paraplegia, 304 

Hereditary chorea, 341 

Hernia, diaphragmatic, differenti- 
ated from pneumothorax, 182 

Herpes of the pharynx, 192 

Herpes zoster differentiated from 
erysipelas, 75 

Herpetic sore-throat, 192 

Herpetic tonsillitis, 192 

Hip-joint, disease of, differentiated 
from sciatica, 278 

Hippuric acid in urine, 245 

Historical method, diagnosis by, 
20 

History, family, 19 

History, previous, 19 

Hodgkin's disease, 101 

Humanized virus, 71 

Huntingdon's chorea, 341 

Hyaline casts of the uriniferous 
tubules, 252 

Hydatid cyst, 84 

Hydatid cyst of the kidney, 271 

Hydatid cyst of the kidney differen- 
tiated from hydronephrosis, 271 

Hydatid cyst of the liver, 234 

Hydatid cyst of the liver differenti- 
ated from — 
abscess of the liver, 235 
distention of the gall-bladder, 

235 
pleuritic effusion, 165 

Hydatid disease, 84 

Hydremia, 96 

Hydrocephalus, 318 

Hydrochloric acid in the gastric 
contents, 196 

Hydronephrosis, 270 
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Hydronephrosis diflferentiated from 

cyet of the kidney, 271 
Hydropericardium, 130 
Hydrophobia, 350 
Hydrophobia differentiated from — 
pseudo-hydrophobia, 350 
tetanus, 351 
Hydrothorax differentiated from 

pleuritic effusion, 157 
Hyperemia, cerebral, 321 
Hyperemia of the spinal cord, 287 
Hyperesthesia, 273 
Hyperpyrexia, 28 
Hypertrophic pachymeningitis, 311, 

312 
Hypertrophy of the heart, 119 
Hypertrophy of the heart differenti- 
ated ft-om dilatation of the heart, 
120 
Hypesthesia, 273 
Hysteria, 344 

Hysteria differentiated from — 
acute meningitis, 347 
cerebral tumor, 347 
epilepsy, 345 
tetanus, 348 
Hysterical aphonia differentiated 

from acute laryngitis, 139 
Hysterical paralysis differentiated 
from the paralysis of cerebral dis- 
ease, 345 
Hysterical paraplegia differentiated 
from — 
acute myelitis, 346 
spastic paraplegia, 346 
Hysterical polyuria, 257 



IDIOPATHIC anemia, 98 
1 Idiopathic epilepsy, 342 
Idiosyncratic coryza, 137 
Immediate percussion, 149 
Impulse, cardiac, 109 
Inadequacy, renal, 263 
Incompetency, aortic, 124 
Incompetency, aortic, differentiated 

from aneurism of the aorta, 132 
Incompetency, mitral, 122 
Incompetency, pulmonary, 125 
Incompetency, tricuspid, 125 
Indigestion, acute, 197 
Inductive method, diagnosis by, 20 
Infantile pscudo-leukemic anemia, 

103 
Infantile spastic paraplegia, 319 



Infarction, pulmonary, differenti- 
ated from — 
catarrhal pneumonia, 163 
croupous pneumonia, 167 
pulmonary abscess, 167 

Inflammation of the diaphragm, 281 

Influenza, 32 

Influenza differentiated from — 
coryza, 137 
dengue, 77 

Inquiry, 24 

Insane, general paralysis of, 332 

Insolation, 32, 334 

Inspection, 109, 134, 147 

Insular sclerosis, 305 

Int-ercostal neuralgia, 119, 155 

Intermission of the heart's action, 
111 

Intermittent fever, 30 

Intermittent fever, hepatic, 239 

Intermittent fever, malarial, 54 

Interstitial hepatitis, 229 

Interstitial myocarditis, 130 

Interstitial pnemonitis, 179 

Interstitial nephritis, chronic, 266 

Intestinal catarrh, acute, 203 

Intestinal catarrh, chronic, 206 

Intestinal colic, 220, 239 

Intestinal obstruction, 211 

Intestinal parasites, 214 

Intestines, 203 

Intestines, carcinoma of, 213 

Intoxication, alcoholic, 326 

Intracranial aneurism, 331 

Intra-thoracic tumor, 131, 156 

Intussusception of the bowel, 212 

Intussusception of the bowel differ- 
entiated from — 
acute dysentery, 207 
obstruction of the bowel, 213 
typhlitis, 213 

Invagination of the bowel, 212 

Inverse temperature, 28 

Irritable heart, 117 

Irritable heart differentiated from 
tachycardia, 118 



JAIL-FEVER, 43 
Jaundice, catarrhal, differential 
diagnosis of, 236 
Jaundice, catarrhal, differentiated 
from — 
acute yellow atrophy of the liver, 
237 
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Jaundice, catarrhal, differentiated 
from — 

biliary calculus, 2:^7 

cirrhosis of the liver, 238 

compression of the common bile- 
duct, 237 

malarial fever, 237 

malignant disease, 237 

pylephlebitis, 237 

yellow fever, 237 
June-cold, 137 



KAK-KB, 276 
Kidney, abscess of, 268 
Kidney, amyloid, lardaceous or 

waxy, 266 
Kidney, floating, 264 
Kidney, hydatid cyst of, 271 
Kidney, malignant disease of, 270 
Kidney, tuberculosis of, 269 



LABYRINTHINE vertigo, 351 
Lacunal tonsillitis, 191 
Landry's paralysis, 291 
Lardaceous kidney, 266 
Larval paludism, 57 
Laryngeal neoplasms differentiated 

from chronic laryngitis, 146 
Laryngeal vertigo, 142 
Laryngismus stridulus, 141 
Laryngismus stridul us differentiated 
from — 
asthma, 141 
catarrhal croup, 142 
whooping-cough, 146 
Laryngitis, acute, 138 
Laryngitis, acute, differentiated from 

hysterical aphonia, 139 
Laryngitis, chronic, 146 
Laryngitis, chronic, differentiated 

from laryngeal neoplasms, 146 
Laryngitis differentiated from — 
parotiditis, 139 
pharyngitis, 138 
tonsillitis, 139 
Laryngitis, pseudo-membranous, 143 
Laryngitis, tuberculous, acute, 140 
Laryngoscopy, 135 
Larynx, edema of, 139 
Larynx, tuberculosis of, chronic, 

147 
Lateral sclerosis, primary, 302 
Lead-poisoning, 337 



Lead-poisoning differentiated from 
cerebral tumor, 338 

Lead-poisoning, neuritis of, differ- 
entiated from neuritis of the 
musculo-spiral nerve, 282 

Leprosy, anesthetic, differentiated 
from Morvan's disease, 314 

Leptomeningitis, 135 

Leucin, 247 

Leukemia, 96, 99 

Leukemia differentiated from pseu- 
do-leukemia, 102 

Leukocythemia, 96, 99 

Leukocytosis, 96, 99 

Leukoplakia lingualis s. buccalis, 
187 

Lipuria, 253 

Lithemia, 93 

Liver, 222 

Liver, abscess of, 228 

Liver, actinomycosis of, 229 

Liver, amyloid disease of, 231 

Liver, atrophy of, acute yellow, 226 

Liver, carcinoma of, 232 

Liver, cirrhosis of, 229 

Liver, congestion of, 224 

Liver, fatty, 230 

Liver, floating, 223 

Liver, hydatid cyst of, 234 

Liver, malignant disease of, differ- 
entiated from chronic peritonitis, 
222 

Lobar pneumonia, 163 

Lobular pneumonia, 162 

Local asphyxia, 133 

Local signs, 19 

Locomotor ataxia, 300 

Lumbar pachymeningitis, 301 

Lumbricoid worms, 217 

Lymphadenoma, 101 

Lymphatic anemia, 101 

Lymph-glands, tuberculosis of, 102 

Lymphoma, malignant, 101 

Lyssophobia, 350 



MAJOR epilepsy, 342 
Malaria, masked, 57 
Malarial cachexia, 56 
Malarialcachexiadifferentiatedfrom 

chronic hepatitis, 225 
Malarial diseases, 52 
Malarial fever differentiated from— 
catarrhal jaundice, 237 
pulmonary tuberculosis, 177 
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Malarial fever dififerentiated from — 

syphilitic fever, 59 

the fever of suppuration or of 
septic infection, 57 

typhoid fever, 59 
Malarial fever, hemorrhagic, 56 
Malarial fever, hemorrhagic, differ- 
entiated from — 

paroxysmal hemoglobinuria, 58 

yellow fever, 61 
Malarial fever, pernicious, 56 
Malarial fever, varieties of, 53 
Malarial hematuria, 255 
Malarial intermittent fever, 54 
Malarial intermittent fever differen- 
tiated from hepatic intermittent 
fever, 239 
Malarial paroxysm, 54 
Malarial remittent fever, 55 
Malarial remittent fever differenti- 
ated from yellow fever, 60 
Malformation of the heart, 115 
Malignant disease differentiated 

from catarrhal jaundice, 287 
Malignant disease of the kidney, 270 
Malignant disease of the liver, 222 
Malignant lymphoma, 101 
Malignant pustule, 81 
Malignant 8mall|)ox, 71 
Mania, acute, differentiated from — 

cerebral meningitis, 317 

delirium ti-emens, 336 
MarieV disease, 355 
Masked malaria, 57 
McAslos, (>3 
Measles differentiated from — 

chicken pox, 73 

purpura, 106 

Rfitheln, 69 

scarlet fever, 68 

smallpox, 72 

typhus fever, 65 
Mediastinum, abscess of, 132 
Mediate percussion, 149 
Mcgalocvte^, ^ 
Mollituria, 257 
Membranes, spinal, hemorrhage 

into, 286 
Membranous croup, 14^S 
Membranous enteritis, 205 
Membranous son*- throat, common, 

192 
Moni^reV disease, 351 
Meningitis, acute, differcntiatoil 
from hysteria, 347 



Meningitis, acute, differentiated 

from sunstroke, 335 
Meningitis, cerebral, 315 
Meningitis, cerebral, differentiated 
from — 
acute general disease, 316 
acute mania, 317 
cerebral abscess, 323 
cerebritis, 322 
cerebro-spinal fever, 317 
delirium tremens, 336 
Meningitis, cerebral, simple, differ- 
entiated from tuberculous menin- 
gitis, 316 
Meningitis, spinal, 285 
Meningitis, spinal, acute, differenti- 
ated from — 
acute myelitis, 288 
tetanus, 348 
Meningitis, spinal, differentiated 
from — 
hemorrhage into the spinal men- 
inges, 287 
rheumatism of the muscles of 

the back, 285 
spinal hemorrhage, 308 
Meningitis, tuberculous, differenti- 
ated from simple cerebral menin- 
gitis, 316 
Mensuration, 148 
Mercurial stomatitis, 186 
Microcjrtes, 96 
Migraine, 284 

Migraine differentiated from ordi- 
nary headache, 284 
Miliary tuberculosis, acute, 177 
Minor epilepsy, 342 
Mitral incompetency or regurgita- 
tion, 123 
Mitral obstruction, 123 
Mollities oesium, 108 
Mollities ossium differentiated from 

rachitis, 109 
Monoplegia, 272, 273 
Moore's test for the presence of sugar 

in the urine, 259 
Morbilli, 63 
Morvan's disease, 312 
Morvan's disease differentiated 
from — 
anesthetic leprosv, 314 
diabetes, 314 
Raynaud's disease, 314 
sclenxierma, 313 
syphilis, 314 
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Morvan's disease differentiated from 
syringomyelia, 314 

Motion, 272 

Mouth, 184 

Mucous enteritis, 203 

Muguet, 185 

Multiple neuritis, 276 

Multiple sclerosis, 305 

Mumps, 188 

IMurmurs, endocardial, 126 

Murmurs, organic, differentiated 
from functional heart-murmurs, 
114 

Musculo-spiral nerve, paralysis of, 
281 

Musculo- spiral neuritis differenti- 
ated from the neuritis of lead- 
poisoning, 282 

Myalgia, 90 

Mycotic endocarditis, 129 

Myelitis, 288 

Myelitis, acute, differentiated from — 
acute anterior poliomyelitis, 291 
acute ascending paralysis, 292 
acute spinal menina:itis, 288 
chronic myelitis, 287 
hysterical paraplegia, 346 
multiple neuritis, 279 
spinal hemorrhage, 289 

Myelitis, chronic, 289 

Myelitis, chronic, differentiated 
from— 
acute myelitis, 289 
compression of the cord, 310 
lateral sclerosis, 290 
primary lateral sclerosis, 302 
progfressive muscular atrophy, 

290 
spinal pachymeningitis, 290 
syringomyelia, 312 
tumor of the spinal cord, 311 

Myocarditis, 130 

Myocarditis, interstitial, 130 

Myotonia congenita, 3(K) 

Myxedema, 3.^ 

Myxedema differentiated from — 
akromegalia, 358 
scleroderma, 355 



NASAL catarrh, 136 
Nasal respiration, difficulty of, 
135 
Xasal septum, ulceration or erosion 
of, 136 



Negative signs, 23 
Neoplasms, laryngeal, 146 
Neoplasms of the bladder, 262 
Nephritis, acute, 265 
Nephritis, chronic, differentiated 
• from cerebral tumor, 331 
Nephritis, chronic interstitial, 266 
Nephritis, chronic interstitial, differ- 
entiated from diabetes insipidus, 
257 
Nephritis, chronic parenchymatous, 

265 
Nephritis differentiated from cysti- 
tis, 261 
Neuralgia, 283 

Neuralgia differentiated from — 
neuritis, 276, 283 
subacute rheumatism, 89 
Neuralgia, intercostal, differentiated 
from — 
acute pleurisy, 155 
angina pectoris, 119 
Neuralgia of the stomach, 196 
Neuralgia, sciatic, differentiated 

from sciatica, 278 
Neuralgia, trifacial or trigeminal, 

283 
Neuritis, 275 

Neuritis, diagnosis of, 276 
Neuritis differentiated from — 
disease of bone, 276 
neuralgia, 276, 283 
subacute rheumatism, 276 
Neuritis, multiple or disseminated, 

276 
Neuritis, multiple, differentiated 
from — 
acute anterior poliomyelitis, 291 
acute ascending paralysis, 292 
acute myelitis, 277 
posterior spinal sclerosis, 301 
spinal pachymeningitis, 277 
Neuritis, musculo-spiral, 282 
Neuromata, 282 
Neuromata, diagnosis of, 282 
Nigrities, 188 
Noma, 186 

Nutrition, alterations in, in disease 
of the nervous system, 271 



OBJECTIVE symptoms, 17 
Observation, 24 
Obstruction, aortic, 128 
Obstruction, intestinal) 211 
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Obstruction, inteBtinal, acute, dif- 
ferentiated from acute peritonitis, 
220 

Obstruction, intestinal, differenti- 
ated from acute gastritis, 198 

Obstruction, raitra , 123 

Obstruction of the air-passages, 146 

Obstruction of the bowel differenti- 
ated from intussusception, 213 

Obstruction, pulmonary, 125 

Obsti-uction, tricuspid, 125 

Occlusion of the biliary passages 
differentiated from abscess of the 
liver, 228 

Occupation-neuroses, 339 

Odor of urine, 242, 243 

Oligemia, 96 

Oligochromemia, 96 

Oligocythemia, 96 

Omentum, carcinoma of, 202, 233 

Omentum, sarcoma of, 202 

Opisthotonos, 347 

Opium-poisoning differentiated from 
cerebral hemorrhage, 326 

Organic heart-murmurs, 114 

Organic stricture of the esophagus, 
195 

Orthotonos, 347 

Osteitis deformans, 357 

Osteo-arthropathy, hypertrophic, 
pulmonary, 358 

Ovary, right, abscess of, 210 

Oxaluria, 248 

Oxyuris vermicularis, 218 



PACHYMENINGITIS, 315, 316 
Pachymeningitis, cervical, 286 
Pachymeningitis, cervical, differen- 
tiated from — 
progressive muscular atrophy, 

286 
subacute anterior poliomyelitis, 
286 
Pachvmeningitis, hemorrhagic, 315, 

316 
Pachymeningitis, hypertrophic, dif- 
ferentiated from — 
syringomyelia, 312 
tumor of the spinal cord, 311 
Pachymeningitis, lumbar, differen- 
tiated from posterior spinal scle- 
rosis, 301 
Pachymeningitis, spinal, differenti- 
ated from chronic myelitis, 290 



Pachymeningitis, spinal, differen- 
tiated from multiple neuritis, 277 
Paget's disease, 357 
Palpation, 110, 148 
Palsy, bulbar, acute, 296 
Palsy, bulbar, acute, distinguished 

from chronic bulbar palsy, 296 
Palsy, bulbar, differentiated from 

pseudo-bulbar palsy, 296 
Palsy, pseudo-bulbar, 296 
Palsy, pseudo-bulbar, differentiated 

from true bulbar palsy, 296 
Palsy, shaking, 306 
Paludism, larval, 57 
Panaris, analgesic, 312 
Pancreas, 241 
Pancreatitis, acute, 241 
Paralysis, 272 
Paralysis agitans, 306 
Paralysis agitans differentiated from 

cerebro-spinal sclerosis, 307 
Paralysis, ascending, acute, 291 
Paralysis, ascending, acute, differ- 
entiated from — 
acute anterior poliomyelitis, 292 
acute myelitis, 292 
multiple neuritis, 292 
Paralysis, bulbar, progressive, 296 
Paralysis, cerebral, differentiated 
from acute anterior poliomyeli- 
tis, 291 
Paralysis, general, of the insane, 332 
Paralysis, general, of the insane, dif- 
ferentiated from posterior spinal 
sclerosis, 333 
Paralysis, glosso-labio-laryngeal, 

292,293 
Paralysis, hysterical, 346 
Paralysis, Landry's, 291 
Paralysis of the diaphragm differen- 
tiated from — 
asthma, 184 

paralysis of the phrenic nerve, 
281 
Paralysis of the facial nerve, 279 
Paralysis of the musculo-spiral 

nerve, 281. 
Paralysis of the phrenic nerve, 281 
Paralysis, pseudo-hypertrophic, 296 
Paralysis, pseudo-hypertrophic, dif- 
ferentiated from — 
congenital spastic paraplegia, 

320 
simple idiopathic muscular 
atrophy, 299 
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Paraplegia, 272, 273 

Paraplegia, ataxic, 303 

Paraplegia, ataxic, hereditary, 304 

Paraplegia, ataxic, bereditary, dif- 
ferentiated from postero- lateral 
sclerosis, 304 

Paraplegia, hysterical, 345 

Paraplegia, spastic, 302 

Paraplegia, spastic, congenital, 319 

Paraplegia, spastic, congenital, dif- 
ferentiated from pseudo-hypertro- 
phic paralysis, 320 

Paraplegia, spastic, diflferentiated 
from hysterical paraplegia, 346 

Parasites, intestinal, 214 

Parasitic stomatitis, 185 

Parenchymatous tonsillitis, 191 

Paresis, 272 

Paresthesia, 273 

Paretic dementia, 332 

Parkinson's disease, 306 

Parotiditis, 188 

Parotiditis differentiated from laryn- 
gitis, 139 

Paroxysmal hemoglobinuria, 255 

Paroxysmal hemoglobinuria differ- 
entiated from hemorrhagic mala- 
rial fever, 58 

Pathological association, diagnosis 
by the method of, 20 

Pectoriloquy, 152 

Pectoriloquy, whispering, 152 

Percussion, 110, 149 

Percussion, auscultatory, 150 

Percussion, immediate, 149 

Percussion, mediate, 149 

Percussion, respiratory, 150 

Perforation of the bowel in typhoid 
fever, 40 

Pericardial effusion differentiated 
from — 
dilatation of the heart, 121 
pleuritic effusion, 157 

Pericarditis, acute, 127 

Pericarditis, acute, differentiated 
from — 
acute endocarditis, 129 
acute pleurisy, 128 

Perihepatitis, 235 

Perihepatitis, chronic, differentiated 
from cirrhosis of the liver, 236 

Periodic vasomotor coryza, 137 

Perirenal abscess, 269 

Peritonitis, acute, 219 



Peritonitis, acute, differentiated 
from — 
acute enteritis, 220 
acute gastritis, 219 
acute intestinal obstruction, 220 
intestinal colic, 220 
subacute rheumatism, 221 
Peritonitis, chronic, 221 
Peritonitis, chronic, differentiated 
from malignant disease of the 
liver, 222 
Perityphlitis, 209 
Perityphlitis, differential diagnosis 

of, 210 
Perityphlitis differentiated from — 
abscess of the right ovary, 210 
carcinoma of the cecum, 211 
lumbar abscess, 210 
Pernicious anemia, 98 
Pernicious malarial fever, 56 
Pernicious malarial fever, diagnosis 

of, 68 
Pertussis, 146 
Petit mal, 342 
Pharyngitis, 188 

Pharyngitis, acute catarrhal, 188 
Pharyngitis, acute phlegmonous, 189 
Pharyngitis, acute tuberculous, 189 
Pharyngitis differentiated from 

laryngitis, 138 
Pharyngitis, gangrenous, 193 
Pharyngitis, tuberculous, differenti- 
ated from — 
syphilitic sore-throat, 190 
typhoid fever, 190 
Pharyngoscopy, 135 
Pharynx, 188 
Pharynx, herpes of, 192 
Phlebitis, portal, differentiated from 

acute hepatitis, 225 
Phlegmonous pharyngitis, acute, 189 
Phosphoric acid in urine, 246 
Phosphorus-poisoning differentiated 
from acut« yellow atrophy of the 
liver, 227 
Phrenic nerve, paralysis of, 281 
Phrenic nerve, paralysis of, differen- 
tiated from — 
degeneration of the diaphragm, 

281 
inflammation of the diaphragm. 

281 
superior intercostal breathing, 
281 
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Phthisis, florid, 169, 174 ' 

Physical diagnosis, 147 

Physical signs, 18 

Pia-arachnitis, 315 

Plastic bronchitis, 159 

Pleural effusion, 181, 182 

Pleurisy, acute, 153 

Pleurisy , acute, difierentiated from — 
acute pericarditis, 128 
acute pneumonia, 154 
intercostal neuralgia, 155 

Pleurisy, chronic, differentiated 
from — 
interstitial pneumonitis, 179 
intrathoracic tumor, 156 
pulmonary tuberculosis, 175 

Pleurisy differentiated from perni- 
cious malarial fever, 58 

Pleuritic effusion, 155, 156, 167 

Pleurosthotonos, 347 

Plumbism, 337 

Pneumonia, acute croupous or lobar, 
16:^ 

Pneumonia, acute, differentiated 
from acute pleurisy, 154 

Pneumonia, catarrhal, 162 

Pneumonia, catarrhal, differentiated 
from — 
atelectasis, 163 
bronchiectasis, 160 
capillary bronchitis, 162 
croupous pneumonia, 166 
pulmonary infarction, 163 

Pneumonia, croupous, differentiated 
from — 
catarrhal pneumonia, 166 
pulmonary congestion, 166 
pulmonary edema, 166 
pulmonary infarction, 167 
pulmonary tuberculosis, 167 

Pneumonia differentiated from— 
pernicious malarial fever, 58 
typhoid fever, 42 

Pneumonia, lobular, 162 

Pneumonitis, interstitial, 179 

Pneumonitis, interstitial, differenti- 
ated from — 
chronic bronchitis, 179 
chronic pleurisy, 179 

Pneumothorax, 181 

1 'lieu moth orax differentiated from— 
diaphragmatic hernia, 182 
pleural effusion, 182 
pulmonary cavity, 182 
pulmonary emphysema, 180 



Poikilocytes, 96 
Poisoning, arsenical, 50 
Poisoning, narcotic, differentiated 

from sunstroke, 335 
Poliomyelitis, anterior, acute, 290 
Poliomyelitis, anterior, acute, differ- 
entiated from — 
acute ascending paralysis, 292 
acute myelitis, 291 
cerebral paralysis, 291 
multiple neuritis, 291 
progressive muscular atrophy, 
2§5 
Pol iomyelitis , anterior , subacute ,di f- 
ferentiated from cervical pachy- 
meningitis, 286 
Polyneuritis, 276 
Polyuria, 256 
Polyuria, hysterical, differentiated 

from diabetes insipidus, 257 
Portal phlebitis, 225 
Posterior spinal sclerosis, 300 
Postero-lateral sclerosis, 303 
Previous history, 19 
Primary lateral sclerosis, 302 
Primary sciatica, 279 
Progressive bulbar paralysis, 295 
Progressive muscular atrophy, 292 
Progressive paralysis of the insane, 

332 
Pseudo-bulbar palsy, 296 
Pseudo-hydrophobia, 350 
Pseudo-hypertrophic paralysis, 296 
Pseudo-leukemia, 101 
Pseudo-leukemia differentiated 
from — 
leukemia, 102 

tuberculosis of the lymph- 
glands, 102 
Pseudo-leukemic anemia, infantih*, 

103 
Pseudo-membranous laryngitis, 14:*. 
Pulmonary abscess, 160, 167, 168, 

176 
Pulmonary carcinoma, 175 
Pulmonary cavity, 182 
Pulmonary congestion, 166 
Pulmonary edema, 166 
Pulmonary emphysema, 179 
Pulmonary grangrene, 168 
Pulmonary hemorrhage, 175 
Pulmonary hypertrophic osteo-ar* 

thropathy, 358 
Pulmonary Incompetency or regur- 
gitation , 125 
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Pulmonary infarction, 163, 167 
Pulmonary obstruction, 125 
Pulmonary syphilis, 176 
Pulmonary tuberculosis, 169 
Pulsatory empyema, 153 
Purity of the heart-sounds, 112 
Purpura, 105 
Purpura differentiated from — 

measles, 106 

scorbutus, 106 
Purring tremor, 110 
Putrid bronchitis, 159 
Putrid sore-throat, 193 
Pyelitis, 249, 263 
Pyelitis differentiated from cystitis, 

263 
Pyemia differentiated from — 

acute rheumatism, 88 

typhoid fever, 40 
Pylephlebitis differentiated from ca- 
tarrhal jaundice, 237 
Pyonephrosis, 271 
Pyuria, 249 



QUANTITY of urine, 242 
Quinsy, 191 



RACHITIS, 108 
Rachitis differentiated from mol- 
lities ossium, 109 
Rag-weed fever, 137 
Raies, 151 
Rational signs, 19 
Raynaud's disease, 133 
Raynaud's disease differentiated 
from — 

frost-bite, 134 

Morvan's disease, 314 
Reaction of degeneration, 274 
lieaetion of urine, 24-5 
Recrudescence in typhoid fever, 39 
Reflex symptoms, i9 
Reflexes, 273 
Reflexes, alterations in, in disease, 

274 
Reflexes, deep, 274 
Reflexes, superficial, 273 
Regurgitation, aortic, 124 
Regurgitation, mitral, 122 
Regurgitation, pulmonary, 125 
Regurgitation, tricuspid, 125 
Relapse in typhoid fever, 39 
Relapsing fever, 51 



Relapsing fever differentiated from— 

typhus fever, 52 

yellow fever, 52 
Remittent fever, 30 
Remittent fever, malarial, 55 
Renal calculus, 264 
Renal colic, 239 
Renal inadequacy, 263 
Resonance, vocal, 152 
Respiratory percussion, 150 
Respiratory system, 134 
Retro-pharyngeal abscess, 194 
Rheumatic fever, 87 
Rheumatism, 90 
Rheumatism, acute, 87 
Rheumatism, acute, differentiated 
from — 

acute gout, 92 

acute synovitis, 88 

pyemia, 88 
Rheumatism, chronic, 90 
Rheumatism, chronic, differentiated 

from rheumatoid arthritis, 95 
Rheumatism of the muscles of the 
back differentiated from spinal 
meningitis, 285 
Rheumatism, subacute, 89 
Rheumatism, subacute, differenti- 
ated from — 

acute peritonitis, 221 

neuralgia, 89 

neuritis, 276 

trichiniasis, 90 
Rheumatoid arthritis, 94 
Rheumatoid arthritis differentiated 
from — 

chronic rheumatism, 95 

gout, 95 
Rhinoscopy, 135 
Risus sardonicus, 347 
Rose-cold, 137 
Roseola, 68 
R»theln, 68 
RStheln differentiated from— 

measles, 69 

scarlet fever, 69 
Round-worms, 217 
Rubeola, 63 



SARCOMA of the omentum differ- 
entiated from carcinoma of the 
stomach, 203 
Scarlatina, 65 
Scarlet fever, 65 
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dengue, 7T 


Mated from— 


aiphtLeria, 78 


mulUple neuritis, :m ^H 


erjElpelns, 74 


postcro-lat«ral eclerOBU, 303 ^^^H 


meiLBleB, 08 


Scorbutus, 104 <^^M 


Hotholu, fifl 


Scorbutus differentiated from M^^^l 


Bmallpoi, 73 


pura, lOe ^^H 




Scurry, lOi ^^H 


Sciatica, 378 


Seat-worms, 318 ^^^H 




Secondary Bclatica, 379 ^^H 


dleease of the hlik-joint, 2T8 


Sensation, 273 ^^^M 


Bulatlt neuralRia, 278 


Septic iufectioD, ferer of, dlfferod^^^H 


Sclatiua, primary, dIfferenliaWd 


atcd from malarial fever, ST H^^H 


from Becondary suiatlca, 379 


S«quel>e, 33 ^^H 


Sciatica, secondary, dlfferentialcd 


Shaking paley, 306 ^^^| 


from yrlmary sclBtlca, 379 


Sbip-fever, 43 ^^^H 


Sclerodactylia, 314 


Sick beadaehe, 384 ^^H 


Seleroderma dfffacentiatBd from— 


Signs, 18 


MoiraD'B disease, Slit 




niyieduma, 365 


Signs, local. 19 


Sclerosis, cerehro-spiiial, 305 


Signs, negative, 33 , 


SclerosiB, cerebro-sploal, dilferenti- 


Signs, physical, 18 


atad from— 


Signs, rutloual, 19 _^H 




Simple continued fever, 31 _^^^H 


paralysis agitans, 307 


Simple Idlopathlu muscular alropfi^^H 


poetero-lateral BcleroBis, 305 


398 ^^^1 


Bcleroflls, dlaseminateU, 306 


Smallpox, 69 ^^H 


SclBI-DBlB, iDBUllU', 305 


Smallpox, confluent, 70 ^^^H 


ScleruBis, lateral, amy atrophic, SSS, 
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cerebro-spinBl fever, m ^^^M 




chlckenpox, 73 ^^^H 


tlironic myelftle, 390 


erysipelas, 7S ^^^M 


Sclerosis, lateral, primary, 303 


KlanderB, 81 ^^H 


8i-leroBlB, latefBl, primary, dlffefen 


measles, T3 ^^H 


Uated from— 


scarlet fever, 72 ^^H 


chronic myelitis, 303 


typhoid fever, 4S ^^H 


typhus fever, 41 ^^H 


postero-lateral sclerosis, 304 




ScleroBlB, multiple, 305 


Smallpox, hemorrhagic, 71 ^^^H 


Seleroels, postero-lateral , 3U3 




Sclerosis, poataro-lateral, diff*reiitl- 


Sodium chloride in urine, 349 ^^M 


atrffrom- 


Softening, cerebral, 337 ^H 


cerebellar tumor, 30* 


Solvent povfer of the gastric JalcP, 


cercbro-Bpiual sclerosiB, 305 


1% 


hereditary ataxic paraplegia, 
posterior spinal sclerosis, 303 


Sore-throBt, common membranous, 

iBa 

Sore-throat, common memhrauoun, 


primary lateral BcleroBle, 804 




SclerosiB, spinal, posterior, 300 


ated from diphtheria, 198 


ScleroBiB, Bpitial, posterior, diffsrun- 
tlatod fram— 


Sor&throat, herpetic, 193 


cerebellar tumor, 302 


Sore-throat, putrid, IBS 


general paralyBlB of the Insaue, 
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lumbar patfLyniBniugltii, SOI 


Spasm, 37S 
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Spasmodic croup, 142 

Spastic paraplegia, 302 

Spastic paraplegia, congenital, 319 

Specific fever, 30 

Specific gravity of uriue, 243 

Sphygmogram, 115 

Sphygmograph, 115 

Spinal compreBsiou, 309 

Spinal hemorrhage, 308 

Spinal membranes, hemorrhage into, 
286 

Spinal meningitis, 285 

Spinal pachymeningitis, 277, 290 

Spinal tumor, 310 

Spleen, 240 

Spleen, abscess of, 156 

Spleen, floating, 241 

Splenic fever, 81 

Splenitis, 241 

Spool-worms, 218 

Sporadic cretinism, 354 

Sporadic cretinoidism, 354 

Sputum, tubercle-bacilli in, 172 

Status epilepticus, 342 

Stomach, 195 

Stomach, carcinoma of, 200 

Stomach, dilatation of, 199 

Stomach, neuralgia of, 196 

Stomatitis, aphthous, 184 

Stomatitis, catarrhal, 184 

Stomatitis differentiated from diph- 
theria, 80 

Stomatitis, gangrenous, 186 

Stomatitis, mercurial, 186 

Stomatitis, parasitic, 185 

Stomatitis, ulcerative, 185 

Stricture, functional, of the esopha- 
gus diflferentiated from organic 
stricture, 195 

Stricture of the esophagus, 194 

Strychnine-poisoning diflferentiated 
from tetanus, 348 

Subacute rheumatism, 89 

Subfebrile temperature, 28 

Subjective symptoms, 17 

Subnormal temperature, 29 

Sugar in the urine, Boettger*s test 
for the presence of, 259 

Sugar in the urine, Fehling's test 
for the presence of, 269 

Sugar in the urine, fermentation-test 
for the presence of, 260 

Sugar in the urine, Moore's test for 
the presence of, 259 



Sugar in the urine, Trommer's test 

for the presence of, 259 
Sulphuric acid in urine, 246 
Sun-pain, 57 
Sunstroke, 32, 334 
Sunstroke differentiated from — 

acute alcoholism, 335 

acute meningitis, 335 

cerebral hemorrhage, 335 

beat-exhaustion, 335 

narcotic poisoning, 335 

uremia, 268, 335 
Superficial reflexes, 273 
Suppuration, fever of, diflferentiated 

from malarial fever, 57 
Supra-renal bodies, tuberculosis of, 

107 
Symmetrical gangrene, 133 
Symptomatic fever, 30 
Symptoms, 17, 18 
Symptoms, objective, 17 
Symptoms, reflex, 19 
Symptoms, subjective, 17 
Syncope diflferentiated from — 

cerebral hemorrhage, 325 

epilepsy, 343 
Synovitis, acute, diflferentiated from 

acute rheumatism, 88 
Synovitis, gonorrheal, 88 
Syphilis differentiated from — 

glanders, 81 

Morvan's disease, 314 
Syphilis, pulmonary, difl'erentiated 
from pulmonary tuberculosis, 176 
Syphilitic arthritis, 89 
Syphilitic fever diflferentiated from 

malarial fever, 59 
Syphilitic sore-throat, 190 
Syringomyelia, 312 
Syringomyelia differentiated from — 

chronic myelitis, 312 

hypertrophic pachymeningitis, 
312 

Morvan's disease, 314 

progressive muscular atrophy, 
312 



TABES dorsalis, 300 
Tabes mesenterica, 222 
Tachycardia, 116 

Tachycardia differentiated from — 
angina pectoris, 117 
exophthalmic goiter, 117 
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Trie uspid obstruction , 125 ^^H 


tnhleheiirt, IIB 


Trifacial ueuralgla, 2^3 ^^^ 


Tactile rremllUB, 148 




Tape-worm, 3U 


Trommer'a test for the prpBcncB of \ 




sugar in the urine, 360 


Temtierature, febrile, 88 


Tube-caela in urine, 251 J 




Tubercle-baeilli In sputum, 173 ^J 


TeoipenturB, Bubfebrile, 28 








Tenia mediotunellftta, SIB 


entiated fVom— ^^H 


Tenia Bolium, 314 


atute bronchitis, 158 ^^H 


TetauUB, 347 


capillary bronchltlB, 181 ^" 


Tptanus differentiated fram— 


typhoid fever, 178 




TubtreuloBiB, Chronic, of the luryiix. 


cerehro-eplaal fever, 47 


147 






mombrauee, 348 


differentiated from wbooplng- 


hydropbobia, 351 


coiagh, 177 


liyateria, 348 


TuUeruulosia of the kidney, 2611 


strychnin e-pDiBoning, 348 


TuberculoBls of the iyuiph-glaiids 


tetany, ;«() 


dlU'erentiated from pseudu- leuke- 


Tetany dUTerentiated from tetanus, 


mia, lua 


349 


TuberculOBlB of Ibe supra -renal 


Thermic fever, 32, 334 


bodies, 107 


Tbomsen'B diaeaae, 300 




Tboracic anenrism, 131 




ThreKd-wormg, 218 


ated frxim— ^^ 






Tbrombotls, tcrebral, 339 


chronic bronchitis, 159 ^^H 


ThrombOBlB. cerebral, dllTerenU alert 


chronic pleurisy, 175 ^^H 


from cerebral hemorrliagUi 3S9 




Tbruah, 1«S 


malarial fever, 1T7 ^^M 


Tic donloureu^, SS3 




Tongue, 187 


pulmonary carcinoma, ITS ^^H 


Tongue, black or hairy, 183 


pulmonarv eanerene, lfl9 ^^^H 






TnnBlllltiB diflterentiated from— 


Tuberculous laryngitis, acute, 140 ^^ 






.laryngltlB, 139 


Tuberculous pharyngitis, acuti-, 


TunBllUtiB, berpetic, 192 


189 


Tonsillitis, lacunnl or follicular, 191 




TuuslllitiB,parerK.hymalouB, lyi 


from— 


Tr.rticolHB, 338 


posterior Bpiniil nelerosls, 30y 
postero-laleral sclerosis, 3(H 


T«rticolllB dlffereiitlatcd from c^rc- 


bro-aplnal fever, 47 


Tumor, cerebral, 330 


Touch, 148 


Tumor, cerebral, differentiated 




fWim— ^H 


TranEparency of urine, 343 


anemia, 331 ^^^^M 


Tremor, purring, 119 




Triiihiiiiaaie, 85, 314 


ebrotiic nephritis, 331 T^^H 
epilepBy, 3.5l | 




subacute rbeumatlEm, 90 


hvBlerla, 34T 


typboid fever, 42 




TricuBpld Inoorapeteney or regurgi- 


Tumor, [atra-thoracle.dlfl^renttated 


tation, I3B 



Tumor, liitru-tlioraciCidllTerentlated 

IVom chronic pleurisy, 15li 
Tumor of the briiiu differcutlated 

from cerebral abeceee S23 
Tumor of the spinal cord, 310 
Tumor of the spinal cord dlfferentl- 
ateiJ from — 
carles of the vertebra, 311 
chronic myelitis, 311 
hypertrophic pachymeningitis, 
3U 
I'yphlitis, 308 

Typhlitis difffirentiated from— 
4ibscess of the right ovary, SIO 
curcluoma of the cecum, Sll 
Intussusception of the bowel, 

313 
lumbar abscess, 310 
Typhoid cQDditioQ differenliated 

from typhoid fever, 41 
Typhoid fever, 35 
Typhoid fever, abortive, 38 
Typhoid fever, ambulalory or tvalk- 

ln$ir, 3S 
Typhoid ferer dlffnrentlated from- 



E, 301 



arrhal e: 



ac u 1« yellow atrophy of the 1 1 ve 

337 
a typhoid condition, 41 
cerebro-splnttl fever, 48 
malarial fever, G9 
measles, 65 
pneumonia, 42 



pycn 



1, 4« 



i-elapalng fever, 53 

Irlchinlasis, 43 

tuberculous pharjngitiB, 190 

typhus fever, 44 

variola, 43 

yellovf fever, 41 
Typhoid fever, perforation of the 

bowel In , 40 
Typhoid ftver, recrudescence in, 

3H 
Typhoid fever, relapse Id, 39 
Typhue fever, 43 
Typlms fever diflerp 11 tinted from— 

ccrcbro-fpinal fever, 47 

typhoid fever, 44 

variola, 44 
Tyrosln, 247 



ULCER, gastric, 199 
11 leer, gastric, differentiated 
from chronic gastritis, 30O 
Ulceration of the stomach differ- 
entiated from carcinoma of (he 



Uremia differentiated from— 
cerebral hemorrhage, 326 
epilepsy, 367, 343 
BUDStroke, S6S, 335 

Ureteritis, S49 

Urethritis, 349 

Uric acid In urine, 344 

Urine, acetoue In, tests for the pres- 
ence of, 360 

Urine, albumin in, 850 

Urine, biliary acids in, 347 

Urine, biliary coloring-matter 



in.SM 

Urine, color of, 343 

Urine, constitution of, 343 

Urine, dlaceUc acid In, testa for the 

presence of, 360 
Urine, examination of, 343 
Urine, htppuric add in. 246 
Urine, odor of, 343, 343 
Urine, phosphoric acid Id, 346 
Urine, quantity of, '243 
Urine, reaction of, 3i3 
Urine, sodium chloride In, 345 
Urine, specific gravity of, 243 
Urine, sugar In, Boettger's test for 

the presence of, SRO 
Urine, sugar In, Fehllug's test for 

the presence of, 369 
tJrIne, sugar In fermentation-test 

for the presence of, 2B0 
Urine, fiugar In, Moore's test for the 

presence of, 359 
Urine, sugar In Tromrner's test for 

the presence of ^9 
Urine, snlphnricacidln, 246 
Urine, transparency of, 343 
Urine, tube-caste In, 251 
Urine, urea In, 344 
Urine, uric acid In, 244 



VACCINATION, 71 
Vaccinia, 72 
Valvular disease of the heart, 131 



882 
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Valvular disease of the heart differ- 
entiated from acute endocarditis, 
128 

Varicella, 73 

Variola, 69 

Varioloid, 71 

Varioloid differentiated from chick- 
enpox, 73 

Vertebrae, caries of, 311 

Vertigo, aural, 351 

Vertigo, aural, differentiated from 
epilepsy, 361 

Vertigo, labyrinthine, 351 

Vertigo, laryngeal, 142 

Vesical calculus, 2iS2 

Virus, humanized, 71 

Vocal fremitus, 14^ 

Vocal resonance, 152 



WALKING typhoid fever, 38 
Waxy casts of the uriniferoUs 
tubules, 252 
Waxy kidney, 266 
Weil's disease, 62 

Weil's disease differentiated from 
yellow fever, 63 



Whispering pectoriloquy, 152 

Whooping-cough, 145 

Whooping-cough differentiated 
from — 
asthma, 184 

laryngismus stridulus, 146 
membranous croup, 145 
tuberculosis of the bronchial 
glands, 177 

Wool-sorter's disease, 81 

Writers' cramp, 339 

Wry neck, 338 



YELLLOW fever, 59 
Yellow fever differentiated 

from — 
acute yellow atrophy of the liver, 

61 
catarrhal jaundice, 237 
cerebro- spinal fever, 48 
hemorrhagic malarial fever, 61 
malarial remittent fever, 60 
relapsing fever, 52 
typhoid fever, 41 
Weil's disease, 63 



LANE MEDICAL LIBRARY 



L72 Cohen, S.S. 8H97B 

C67 Essentials of 

ISas diagnosis. 1 


NAHB 


DATB mia 
















, 




A 




.^H 




^^^^ 




.^^^^1 


J 


^^^^^H 



:1 



i^C 



^_i, 



